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Pelvic Cysts due to Spinal Meningocele, 
with Notes of a Case. 


By Joun S. Farrparrn, M.A., B.M. (Oxon.). 
Obstetric Physician with charge of Out-patients, St. Thomas’s 
Hosytal. 


Amone the unusual varieties of cysts which may be met with in 
the female pelvis are cases of spinal meningocele due to protrusions 
from the spinal canal through defects in the bodies of the sacral 
vertebre. Tumours of this nature belong to the rare category of 
anterior spina bifida, and according to Grossmann occur almost 
exclusively in females and as meningocele sacralis anterior. The 
true nature of such cysts has not been generally recognized at first; 
indeed they have only been discovered by their giving rise to symp- 
toms which lead to their being mistaken for tumours of the internal 
genital organs, and their true pathological character has been made 
out subsequently by operation or post mortem examination, or by 
clinical signs pointing to their connection with the central nervous 
system. For my own part the condition was quite unknown to me 
until I had the misfortune to come across a case in the course of my 
Hospital work, and I have found in discussing it with my colleagues, 
surgical and gynecological, that this state of ignorance was not a 
peculiarity of my own. One of my surgical ‘colleagues at St. 
Thomas’s had met with a case of anterior spina bifida in a girl 
forming an abdominal tumour which was mistaken for an ovarian 
cyst, which I shall refer to more fully later on. Apart from this I 
have not come across anyone who has had a similar experience to 
mine or had any acquaintance with cysts of the central nervous 
system forming pelvic tumours. A search through the literature, 
however, showed that several papers have been written on these 
eysts, and that though of great rarity they have already been fully 
described. I, therefore, wish to put on record this case both from 
its interest as an example of an unusual pelvic tumour and in the 
hope that my own experience may be of use to others. 

I will begin with an account of the case and afterwards add a 
few notes on some other cases which I have come across in my search 
through the literature. 
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The patient was a single girl of 18 admitted to St. Thomas's 
Hospital on May 10, 1910. Except that her father died of phthisis 
there was nothing of moment in her family history. Menstruation 
commenced at 13 and was regular and normal till 16, and since then 
had been irregular, occurring every 14 days and lasting 5 or 6 days. 
Occasionally there had been longer intervals, sometimes exceeding 
28 days, and at one time there had been amenorrhea for four months. 
After these prolonged intervals the loss had been greater than usual, 
sometimes 6 to 7 days, and with clots and a good deal of pain. For™ 
the last 4 to 5 months there had been leucorrhea. Her health had 
heen good up to the age of 13, when she had an attack of abdominal 
pain for 14 days with fever; the pain was most severe on the right 
side and was thought to be due to appendicitis. Three weeks before 
admission she vomited a cupful of blood without pain. She was 
always very constipated and sometimes passed black motions. She 
suffered from a winter cough. 

The present illness began 6 days before admission with an attack 
of abdominal pain which began on the right side and spread all 
over the abdomen and was very severe. It was accompanied by 
shivering and retching, but there was no vomiting. The abdomen 
remained painful and tender afterwards. There were also pain and 
difficulty in micturition. There had been pain over the sacral 
region but never in the dorsal or lumbar regions, nor tenderness 
there. As on the previous occasion this attack was thought to be 
due to appendicitis. 

On admission the patient did not look ill; the temperature was 
99°4°, the pulse rate 100 and respiration rate 20. The urine had a 
specific gravity of 1025 and showed nothing abnormal. The tongue 
was moist and clean and the heart and lungs appeared normal. 
The abdomen was tender and resistant in both iliac regions, but no 
definite swelling could be felt. On vaginal examination a large 
rounded, elastic and tender swelling was felt immediately inside 
the fourchette bulging forward the right postero-lateral vaginal 
wall. It formed a decided obstruction to the passage of the finger 
into the vagina. The cervix was felt high up with some difficulty 
and the body of the uterus appeared to be normal and freely mov- 
able. The upper border of the cystic swelling was not made out 
definitely but it appeared to extend upwards into the hollow of the 
sacrum. Per rectum the swelling was felt behind and to the right 
of the rectum. With one finger in the vagina and one in the 
rectum it was found that it did not extend into the recto-vaginal 
septum. 

As the result of the examination the tumour was thought to be 
a cyst in the pelvic connective tissue,—possibly a post-rectal 
dermoid—and as it was so low down and bulged into the vagina 
and perineum it was decided to attempt its removal by a perineo- 
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vaginal operation. It should be noted at this point that the height 
to which the cyst extended up the sacrum was not suspected. The 
cyst could not be felt by the abdomen and, owing to the way the 
cyst encroached on the vagina making a bimanual examination 
difficult and to its position beneath the posterior peritoneum and 
close to the sacrum, its upper boundary could not be defined. 
Operation, May 12 1910. An incision was made through the 
perineo-vulvar margin and enlarged towards the anus, and the lower 
pole of the cyst exposed in the ischio-rectal fat. At first there were 
discovered several small cysts of about the size of a walnut, con- 
taining sebaceous material and lined by a skin-like membrane. 
Some 4 or 5 of these were shelled out from the loose fatty tissue, 
including one rather larger than the rest and of about the size of a 
billiard-ball. After clearing these away and working through the 
fatty tissue a large thin-walled cyst was encountered. It was more 
firmly adherent to the fatty tissue, and was also very closely incor- 
porated with the rectum, possibly as the result of the inflammation 
which had given rise to the pain and fever and had thus called 
attention to the presence of the cyst. In endeavouring to separate 
the cyst from the rectum, the bowel was torn, and in trying to get 
the cyst from the sacral wall behind, the cyst itself was ruptured 
and a quantity of clear fluid, estimated at over a pint, escaped. On 
exploring the cavity with the finger the cyst was found to extend 
up to about the promontory of the sacrum, and its wall was found 
to be so closely incorporated with the periosteum of the sacrum that 
its removal was impossible. In front the finger in the sac was 
separated from the bowel and the other contents of the pelvis by 
the front wall of the cyst and the posterior layer of the pelvic 
peritoneum, through which could be felt coils of intestine. As the 
removal of the cyst was evidently impossible by this route it was 
decided to close the sac and the wound and see whether the simple 
evacuation of the cyst would suffice. The wound in the rectal wall 
was sutured with catgut and the deep part of the incision with 
buried catgut and the superficial with salmon-gut. 
On the third day after the operation there was a rise of tempera- 
‘ture, which fluctuated between 100° and 101°, and the lower part 
of the wound near the rectum broke down and some blood-stained 
discharge escaped. The sutures were removed on the fifth day. 
On May 23 there was an escape of fecal matter through the wound 
and a discharge of blood-stained fluid by rectum was also noted. 
The pain from which the patient originally suffered had quite 
disappeared, and though the temperature continued to fluctuate 
between 100° and 102°, she felt well. By the beginning of June 
the fecal fistula had closed but a sinus, communicating with the 
cyst cavity above, remained from which watery purulent discharge 
escaped. Soon after this there was a remission of temperature, and 
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for 24 hours it remained normal and the patient was up and about 
the ward for a few days. About the middle of June she began to 
complain of pain in the legs and the temperature again assumed a 
higher level, rising to as high as 103°. She was again confined to 
bed and began for the first time to appear very ill. Symptoms of 
spinal meningitis were now present; she lay prone in bed with 
retraction of the head; the back became stiff and by the beginning 
of July opisthotonus was well-marked. Death occurred on July 2, 
less than 2 months from the date of the operation. 

Post mortem examination by Dr. Meek. 

There was some blood-stained serous effusion in the left pleural sac. 
The right pleural sac, the pericardium and peritoneal cavity were 
normal. Both ureters were slightly dilated, especially in the pelvic 
portion. The uterus was of the usual nulliparous type; the fundus 
was pushed over to the left. The uterus was bicornute, the right 
horn being the more pronounced. 

A finger passed upwards through the perineal operation wound 
entered a large cavity about 4 ins. in diameter. After clearing the 
posterior layer of the pelvic peritoneum, this was incised and the 
cavity opened. It was situated immediately in front of the sacrum 
and coecyx and behind the pelvic peritoneum. To the left it 
extended as far as the rectum; on the right side, on which the bulk 
of the cavity was situated, it extended out into the retro-peritoneal 
cellular tissue. Below it reached to the perineum in front of and 
to the right of the anus. Above it reached the level of the upper 
border of the sacrum. The cavity contained some feculent material 
and was lined by a dark-red smooth pyogenic membrane. Pus 
could be seen entering the cavity at a point just below the sacral 
promontory. A probe could not be manipulated into the opening. 

The brain showed an intense purulent meningitis, mainly basal. 
The ventricles were dilated and contained a turbid feculent-smelling 
material. The cranial bones and middle ears were healthy. The 
spinal cord was the seat of an intense meningitis. On opening the 
dura the sub-dural space was full of thick, foul pus. The condition 
was most marked in the lumbar region. The membranes were 
continued into the sacral canal and a probe passed inside the dura 
mater down the sacral canal entered the cyst cavity by a minute 
orifice situated just below and to the right of the sacral promontory. 

There were a few calcified tuberculous glands in the mesentery. 

The report from the Clinical Laboratory stated that the cyst 
walls of the small sebaceous-cysts removed at the operation were lined 
by skin. 

The nature of the case is perfectly plain from this account, and 
it now only remains to consider other instances of the occurrence 
of these pelvic cysts due to an anterior sacral meningocele. 

T have not been able to find any account of anterior spina bifida 
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in the text-books. Bland-Sutton, in his last edition of his well- 
known work on ‘'l'umours,’ is silent on the subject, and the com- 
mittee of the Clinical Society which investigated the subject of 
spina bifida (Clin. Soc. Trans., vol. xviii) only mentions anterior 
spina bifida to dismiss it as extremely rare. But as long ago as 
1885 Prof. Gaillard Thomas called attention to the dangers of 
operating on cysts in the hollow of the sacrum as they might be 
connected with the spinal canal. In the Medical Times for 1885, 
p. 869, is an abstract from the Philadephia Medical News of May 16 
of that year in which there are mentioned two cases of Gaillard 
Thomas’s and one of Emmett’s. Both Thomas’s cases are somewhat 
doubtful, as one patient was lost sight of and in the other the condi- 
tion was not verified by any post mortem examination. They 
occurred in women aged 28 and 19 respectively; in the first nothing 
was done and in the second 8 oz. of clear limpid non-albuminous 
fluid was evacuated by aspiration and was followed by headache, 
fever and rapid pulse; 6 months later the cyst was incised and 
drained and the patient died from tetanus. In Emmett’s case the 
patient died from uremia, and a cyst containing 3 quarts of fluid 
was found filling the cavity of the pelvis. The three lower bones of 
the sacrum were found deficient on the right side. A funnel-shaped 
opening communicated with the spinal canal and a network of nerves 
was found over the inner surface of the sac. In commenting on his 
own cases Gaillard Thomas says: ‘Although the pathological condi- 
tion could not be proved yet the peculiar symptoms produced by the 
evacuation of the cyst and a similar case related by Dr. Emmett 
should put the practitioner on his guard with regard to cysts in 
the hollow of the sacrum.’ 

I have found three important papers containing cases and a 
review of the subject. The first of these is one by Kroner and ~ 
Marchand, entitled ‘Meningocele sacralis anterior, a contribution 
to our knowledge of pelvic cysts,’ and is to be found in the Archiv 
fiir Gynak. for 1881 (vol. xvii, Heft iii, p. 444). It concerns a case 
of Spiegelberg’s in the Breslau Klinik. The patient was a married 
woman of 20, who had menstruated regularly from the age of 15 
but had never been pregnant. She had a right-sided club-foot and 
the right leg was weaker than the left, but otherwise she was 
normally developed. She ascribed her illness to a fall on the 
abdomen 4 months before her admission to the Klinik. About the 
same time an abdominal swelling was noticed. This had increased 
in size with abdominal pain and backache, right-sided headache and 
vomiting. Menstruation and micturition were unaffected but 
defecation was difficult. There was a cystic tumour in the abdomen 
reaching to the level of the umbilicus on the left and on the right 
to the costal margin. On its left side and in front at the level of 
the anterior superior spine was a triangular flat movable body with 
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its lower angle about two fingers’-breadth above the pubes on the 
left. Per vaginam the swelling was found to encroach on the 
vagina, pushing it forwards towards the symphysis; the uterus also 
was pushed right up out of the pelvis and was recognized as the 
triangular body felt in front of the cyst, which was, therefore, 
thought to be a retro-cervical subserous cyst. The rectum was 
pushed over to the left. The cyst was tapped through the vagina 
and 3000 c.cms. of clear fluid removed, and immediately the uterus 
could be felt in its normal position. The fluid had a specific gravity 
of 1007, and contained only traces of albumin, no mucin, paralbumin 
or sugar; no hooks or scolices were found. It was thought to be a 
cyst of the broad ligament. After the puncture the patient had 
severe pains in the loin and head, and the cyst rapidly refilled so 
that in three days it reached the umbilicus, and the uterus was again 
pushed up into the abdomen. ‘The period occurred normally, but 
there was retention of urine, and a week after the puncture for the 
first time there was fever (38°6° U.). The pains continued so severe 
that morphia was injected (2°4cg. daily). As the fever continued 
an incision was made from below, the cyst laid well open and 
drained. After this retraction of the head and opisthotonus de- 
veloped, the fever and pains continued and the patient gradually 
became comatose and died about one month after the first puncture. 

‘The post mortem examination, carried out by Marchand, showed 
the following:—A tumour was found rising out of the pelvis into 
the abdomen and pushing the pelvic peritoneum above the pelvic 
inlet. The uterus and its appendages lay in front and to the left 
of the cyst above the level of the symphysis. The uterus was 
bicornute with the right horn somewhat higher than the left, the 
septum running along almost the middle of the body and dividing 
it into two compartments. ‘The cyst was closely connected with the 
right wall of the pelvis and with the sacrum so that it could not be 
completely detached. It lay between the layers of the right broad 
ligament with the right tube running obliquely over its surface. 
There was slight hydronephrosis and both ureters were slightly 
dilated,—to the thickness of the little finger. In the middle line 
below the first sacral vertebra was a narrow fistulous opening, lined 
by the same membrane as lined the cyst. A sagittal section of the 
sacrum showed that this canal ran obliquely through the sacrum and 
was in direct continuation with the dural canal. The lower end of 
the spinal medulla reached deep into the sacrum, so that the conus 
medullaris ended at about the level of the Ist and 2nd sacral verte- 
bre, whilst the filum terminale reached lower down and was fixed 
in some dense tissue in the lower end of the canal. There was a 
general fibrino-purulent myelo-meningitis and early suppurative 
meningitis. The deformity of the sacrum was further examined by 
maceration. The sacrum approximated to the fetal type and no 
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proper promontory was present. ‘lhe chief anomalies present were 
(1) a splitting of the body of the first sacral vertebra into two; (2) a 
large defect in the 2nd vertebra involving the right side and 
encroaching on the 2nd sacral foramen; (3) an irregular formation 
of the lower end of the sacrum and coccyx. 

A diagram showing the relations of the cyst in the pelvis and 
others showing the deformity of the sacrum are given in this paper, 
and there is a general discussion on defects of the bodies of the 
vertebra and on anterior spina bifida. 

The second paper is one by Nieberding on ‘ Meningocele Sacralis 
Anterior’ in the Miinchen. med. Wochenschr. for 1904 (vol. li, p. 
1384). The case he records is one of a girl of 18 who complained of 
pains in the abdomen and a feeling of fullness and weight for 14 
days. ‘There was a history of a fall on the buttocks. Menstruation 
had been normal since 15. On examination a tumour was felt 
behind the uterus filling up the pelvis, pushing forward the posterior 
vaginal wall and the uterus upwards into the abdomen, where it 
could be felt on abdominal examination. ‘The tumour was cystic 
and elastic and was thought to be a retro-uterine hematocele. Four 
weeks later the thinness of the sac and the absence of any change 
in consistence made this diagnosis improbable, and it was then 
thought to be a cyst of the left broad ligament. An abdominal 
section was done, but the cyst was found to be impossible of removal 
owing to its firm attachment to the sacrum, so the abdomen was 
closed. Later the cyst was punctured through the vagina and two 
litres of clear fluid were removed, and after this the cyst could not 
be felt. Nothing was found wrong with the sacrum. This was 
followed by severe pains in the occipital region and neck, with 
vomiting, and the case was therefore considered to be one of ~ 
meningocele sacralis anterior. No Roéntgen ray photograph of the 
sacrum was taken. Nieberding gives a review of some seven or 
eight cases collected from the literature and discusses the possibility 
of the removal of these cysts. He is doubtful about this, but thinks 
that the only feasible method would be by Schuchardt’s paravaginal 
incision with Hochenegg’s modification. 

The third paper is one by Grossmann on a ‘A rare form of spina 
bifida cystica (myelomeningocele sacralis anterior)’ in the Jahrbuch 
fiir Kinderheilkunde for 1906 (vol. lxiii, p. 224). Grossmann’s case 
was that of a male infant of 10 months with a tumour the size of 
a hen’s egg in the right gluteal region. This had been noticed soon 
after birth and had rapidly increased in size. The swelling had 
the consistence and feel of a lipoma. The swelling was excised. 
First a lipomatous mass was encountered which was not well differen- 
tiated from the subcutaneous fat, and then a pedicle was isolated 
which ran deeply down to the anterior border of the sacrum to a 
well-defined bony opening in the anterior surface of the sacrum. 
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The pedicle was ligatured and the tumour removed. It was found 
to contain a cyst with 10c.cm. of clear fluid. For the first two days 
a little cerebro-spinal fluid escaped from the wound but afterwards 
it remained dry and healed by first intention. The child was 
discharged cured on the 10th day. Rectal examination showed 
about 4cms. above the anus a gap in the sacrum on the right side 
with sharp bony edges of about the size of the tip of the finger. 
The coccyx was not felt. By means of the Réntgen rays the bony 
defect in the three lower sacral vertebre on the right side was 
plainly shown. Investigation of the specimen showed the presence 
of nerve fibres in the sac wall, and the conclusion of the author on 
the case is that owing to a congenital defect in the sacral vertebre 
an anterior myelo-meningocele was formed, and from the true pelvis 
turned out through the greater sacro-sciatic notch under the gluteal 
muscles. He also calls attention to the presence of the lipomatous 
growth with the meningocele, a condition which has been noted 
before, and to the nervous disturbances of the bladder and rectum 
which were present in this case and which persisted till some weeks 
after the removal of the tumour. 

Grossmann quotes 8 cases from the literature, practically the 
same as Nieberding refers to, and among them is an interesting case 
of Lohlein’s, of which I have not been able to find the original 
account. It is mentioned in the article on spina bifida in Eulen- 
berg’s “ Real Encyclopiidie der Gesammten Heilkunde,” 1889, Bd. 
xxli, p. 590—691 (Lohlein, Meningocele sacralis anterior als schwere 
Geburts und Wochensbett Complication, Gyndk. Tagesfragen, 
Wiesbaden, 1895, Heft 4). In this case there was a large cyst in 
the pelvis which gave rise to difficulty in delivery. It was punc- 
tured and afterwards there was infection of the cyst contents with 
symptoms of meningitis. After incision and drainage the patient 
recovered. Another case is recorded by Neugebauer (Minch. med. 
Wochenschr., 1903, p. 1895) of a patient of 20, with vagina duplex 
and uterus didelphys, in whom meningocele sacralis anterior was 
diagnosed during life and who died a month after the examination 
from rupture of the sac. The only case which I have been able to 
find recorded in this country is the one to which I referred at the 
beginning of this paper by my colleague at St. Thomas’s, Mr. Betham 
Robinson. It is entitled ‘A case of spina bifida (meningo-myelocele) 
in which the tumour made its exit through a defect at the side 
of the spinal column and formed an intra-abdominal cyst.’ (Clin. 
Soc. Trans., 1903, vol. xxxvi, p. 200.) This case is of especial 
interest as the defect was in the lumbar region and not in the 
sacrum and as the cyst was abdominal and not pelvic. 

-The patient was a female child aged 11 months. She had left 
talipes equino-varus with some flexion at the hip-joint and also 
six toes on the left foot. Soon after birth the abdomen had been 
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noted to be much larger than natural and this had become much 
more marked during the two months before her admission to 
hospital. On examination the abdomen was markedly enlarged by 
a cystic swelling which per rectum was found to be clear of the 
pelvis. There was no interference with the bladder or rectum. It 
was diagnosed as a broad ligament tumour or a retro-peritoneal cyst 
arising from some fetal remnant. On January 26 1903, abdominal 
section was done. The cyst was tapped and about one pint of clear 
watery fluid withdrawn. The cyst wall could not be drawn outside 
the abdomen as it was attached to the side of the vertebral column 
just below the side of the transverse meso-colon. The index finger 
inside the cyst went into a hole in the side of the vertebral column. 
The cyst was ligatured close to the spine and cut away. The child 
had high fever after the operation and, on January 29, retraction 
of the head with some tetanic contraction of the hands, and died 
within 10 days. 

The following is the description of the bony defects in the verte- 
bral column. 

‘At the centre of the tumour the bone defect in front is sharply 
defined by the lateral parts of the body centres; there are no pedicles 
or transverse processes, and only a small portion of the lamine 
persists closely adjacent to the spinous processes. The most marked 
lesion seems on the level of the 1st lumbar vertebra. It suggests 
strongly that practically the whole of the lateral mass behind the 
position of the neurocentral suture is absent. As well as these 
changes laterally, the development of the bodies themselves is very 
irregular. Thus opposite the site of the most severe change there is 
almost vertical fusion of the right halves of two bodies. The 
vertebra above these has a very poorly formed ossific nucleus in its . 
right half compared with its left side; while again the third vertebra 
above is only a half one showing no ossific nucleus at all in its right 
half. Below the site of the most marked change the next two 
vertebre are altered; the nearest has a very slight development of 
bone on its left half, whereas the next has no bone at all to be seen 
in its left half. Accompanying these defects, the spine is bent 
laterally with a concavity to the left side.’ 

The right kidney was also noted as bilobed. 

A study of these cases, including the one I have described, shows 
that spinal meningocele forms one of the rare varieties of cyst which 
may be met with in the pelvis and abdomen. As the common 
result of interference with these tumours is death from septic 
meningitis, it is surely advisable, in spite of their great rarity, to 
mention them, at any rate in the larger text-books; for a know- 
ledge that they may be met with ought to be at least present to the 
mind of anyone whose work lies specially in the surgery of the 
female pelvic organs. 
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Such cysts are commonly associated with some defect in the 
anterior part of the vertebral column, most frequently of the sacrum. 
Generally a small or medium sized cyst is found occupying the sacral 
hollow and extending downwards into the pelvic connective tissue 
and bulging into the vagina. A cyst lying deep in the pelvis behind 
the rectum or pushing the bowel to one side should suggest the 
possibility of its origin from the spinal membranes, though it is 
not likely that a correct diagnosis can be made. The largest 
(Kroner-Marchand) contained three litres, the next largest (Nieberd- 
ing’s) contained two litres. Apparently they are found almost 
exclusively in children or young women. Attention is drawn to 
them either by the presence of an abdominal tumour (Kroner- 
Marchand, Nieberding, Robinson), or by abdominal pain (Kroner- 
Marchand, Nieberding, Author) with sometimes backache, headache 
and sickness, or by some accidental complication, e.g., by the cyst 
forming an obstruction to labour (Lohlein). 

As in cases of spina bifida generally, such malformations as 
club foot are to be expected, but it is interesting to note that among 
the few cases mentioned here a bicornute uterus was found twice 
(Kroner-Marchand, Author), vagina duplex and uterus didelphys 
once (Neugebauer); and that dilatation of the ureters was noted 
twice (Kroner-Marchand, Author; in the former with slight hydro- 
nephrosis), and a bilobed kidney once (Robinson). 

It is difficult to see what embryological connection there can be 
between these malformations and an anterior spina bifida, but the 
close and intimate relation to the rectum in my case and others 
suggests an origin from persistence of the neurenteric canal. In 
my case the small dermoid cysts found in the fat below the sac 
probably had an origin from the same structure. I have not found 
any mention of a similar condition though Grossmann calls attention 
to the lipomatous tumour found round the lower pole of the sac 
in his case. 

The bony defects which allow pf the meningeal protrusions vary 
greatly in degree. In my case there was only a small aperture in 
the sacrum; in some of the others quoted there were much more 
extensive defects. ‘Two specimens illustrating such defects in the 
R. C. of S. Museum are described in the Clinical Society’s report 
already quoted. In one of these in which no history is available 
the vertebral column is cleft from the sacrum to the dorsal region, 
forming an extreme degree of this form of bone defect. 
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The Retraction Ring as a Cause of Obstruction 
in Labour. 


By Rosert Jarprnz, M.D., etc. 


In an obstructed labour, when the retraction ring can be palpated 
through the abdominal wall, this is a danger signal which must not 
be disregarded. Prompt and proper treatment must be adopted, or 
rupture of the uterus will soon occur. If improper treatment is 
adopted, the rupture may be caused by it. In ordinary cases of 
obstructed labour the ring is not the primary cause of the obstruc- 
tion, but rather the result. Occasionally, however, cases occur in 
which the ring is the cause of obstruction, and it is with such cases 
I am now concerned. In some of these cases the ring actually forms 
in front of the presenting part, while in others, it is behind the 
presenting part, which may be, either the head or the breech. It 
has been my good, or bad, fortune to have met with cases illustrating 
all of these conditions, and it is on the experience of these cases | 
base the following remarks. 

1. Cases where the ring forms before the presenting part. 

I have seen two such cases recently. One was under the care of 
my colleague Professor M. Cameron, and the other was a patient of 
my own. In both cases the pelvis was contracted, but not to such a 
degree that delivery of an ordinary sized child through the natural 
passages was impossible. As a matter of fact, we had both decided . 
on this method of delivery. In Professor Cameron’s case, when we 
examined the patient, the membranes had been ruptured for some 
hours. The os was dilated, but about 3 inches above the os there 
was a very distinct ledge running round one side of the uterine 
cavity in front of the head. In my case, the membranes were intact 
and bulging into the vagina, the os was well dilated, but there was 
a well defined ledge round about half of the canal in front of the 
presenting head at about the same distance up. In both cases the 
cervix and lower uterine segment were well dilated. Both patients 
were given full doses of morphia, but in neither did the ring relax, 
so Cesarean section was done and the mothers and children were 
all saved. 

My case was a specially interesting one, as the patient was in the 
hospital under observation.’ Her four previous labours had resulted 
in dead-born children, but only the 4th child was full term and it was 
delivered with forceps. The pelvis was not markedly contracted, 
and there seemed to be plenty of room for the birth of an ordinary 
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sized child. ‘The diagonal conjugate was slightly over 4 inches, 
which would give a true conjugate of about 3} inches. I had 
decided to wait until labour had come on, and then to do a symphyse- 
otomy or a pubiotomy, if the head had not engaged sufficiently to 
warrant delivery with forceps in the Walcher position. When the 
patient was admitted to the hospital, the head lay well above the 
brim, but a few days before full time, it lay, so that it could be 
pushed well into the brim, and I came to the conclusion that it 
would be born without much difficulty. At this time, the cervix was 
taken up and the os dilated sufficiently to admit two fingers. Labour 
pains came on for a few hours and then ceased. ‘To hasten matters, 
the largest sized Barnes’ bag was inserted late in the afternoon, and 
it was very quickly expelled into the vagina. ‘The pains continued 
throughout the night, and when I examined the patient about 12 
o'clock on the following forenoon, I found that the bag of membranes 
was protruding into the vagina through the dilated os. The head 
was above the brim, and in front of it was a well defined ledge 
extending round about half of the cavity. The head could not be 
pushed into the brim, as the ring prevented this. A full dose of 
morphia was given, but four hours later, although the pains had 
continued, there was no relaxation of the ring, so I performed 
Cesarean section. At the time of the operation, the membranes 
were still intact. Both mother and child did well. At the patient’s 
request, I sterilized her, by tying the tubes in two places and cutting 
out the intervening portion. 

In both of these cases, there was a minor degree of contraction 
of the pelvis, but I do not think this had anything to do with the 
formation of the ring. Cases have been recorded with normal 
pelves. In some, the membranes have been ruptured, but in others 
they have been intact, as in my case. In some of the cases with 
intact membranes, the bag had bulged into the vagina. In my case 
this was so. 

Causes. It is easy to understand the formation of the retraction 
ring in obstructed labours, but why it should form when there is no 
obstruction, even before the membranes have ruptured is another 
matter. Its formation has been ascribed to the use of dilating bags. 
In my case, the largest sized Barnes’ bag was used, and possibly it 
may have been the cause, but I have used dilating bags scores of 
times without any such result. Another cause which has been given 
is the use of ergot. Undoubtedly the hour-glass contraction of the 
uterus, which occurs occasionally during the 3rd stage of labour is 
generally due to the use of ergot. The two conditions are the same 
as regards the ring, only, in the hour-glass contraction of the 3rd 
stage of labour, the child is born, and only the placenta and 
membranes remain in the uterus. At the present day ergot is not 
generally used in either the first or second stages of labour, but it 
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may have been given in some of the recorded cases. If it were used, 
I should imagine it would be a very likely cause. In neither of the 
cases I have seen had ergot been given. 


In the first stage of labour we occasionally meet with a spasmodic 
condition of the os, where the circular fibres round the os have not 
been inhibited, and these fibres contract along with the fibres in the 
main part of the uterus, so that the os actually gets smaller instead 
of larger with each uterine contraction. The internal os and the 
retraction ring are not exactly analogous, but there is a strong 
resemblance between them, so strong, that it is only within compara- 
tively recent years, that the two have been recognized as different 
structures. It seems to me, the causes of spasmodic contraction of 
the os may quite well act upon the retraction ring in certain cases, 
but I must confess that I do not know what these causes are. 
Probably they are of the nature of an irritant, but beyond that I do 
not think we can go, at present. 


In obstructed labours, it is easy to explain the presence of the 
ring, as it is due to excessive retraction of the main body of the 
uterus and thinning out of the lower uterine segment. In such 
cases, it naturally follows, that there must be a very palpable ledge 
where the thinned out lower uterine segment becomes continuous 
with the retracted and thickened main portion of the uterus. By 
an internal examination, the ring can be recognized before it can be 
palpated through the abdomen. This is well seen in impacted 
breech cases, with which I shall deal shortly. 


Diagnosis. There is no apparent obstruction from a contracted 
pelvis, tumour, or an abnormal presentation, and yet the labour is 
delayed, although the uterine contractions are strong and frequent. | 
The uterus may be in a tetanic condition without any relaxation 
between the pains. On palpating the abdomen, you will find that 
the presenting part is above the brim of the ‘pelvis, but you may 
not be able to feel the retraction ring. On making a vaginal 
examination you find the os dilated, and the lower uterine segment 
opened up, but some three inches or so above the os, there will be a 
distinct ledge running round a portion or the whole of the uterine 
cavity in front of the presenting part. During a pain, this ledge 
will not relax, but it will contract, and prevent any advance of the 
presenting part. The membranes may or may not be ruptured. If 
they are intact, they will protrude into the vagina, and they may 
even be seen at the vulva. 


Prognosis. The condition is an exceedingly dangerous one for 
both mother and child. If it is recognized in time, both may be 
saved, but, unfortunately, in most of the recorded cases, a definite 
diagnosis was only made when exhaustion had set in, and there was 
little chance of saving either mother or child. If the condition is 
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recognized in time, and proper treatment is adopted, both mother 
and child should be saved, in the great majority of the cases. 

Treatment. Give the patient a full dose of morphia, and when 
she is fully under the influence of the opiate, if the ring has not 
relaxed, anesthetize her deeply, and dilate the ring manually and 
deliver with forceps. If you find that you cannot dilate the ring 
manually perform Cesarean section, if the child is still alive. 
Incision of the ring has been advised, but do not try this, as it will 
almost inevitably end in rupture of the uterus. If the child is 
dead, do a craniotomy, and deliver by means of an instrument which 
will thoroughly crush the head. If the shoulders obstruct, cut the 
clavicles, to allow the shoulder girdle to collapse. Hydrostatic bags 
have been advised to dilate the ring, but they are useless, as you 
cannot introduce them high enough to bear upon the ring. 

In the two cases which I have seen, when it was found that the 
morphia did not relax the ring no attempt was made to dilate it, 
as in both cases there was contraction of the pelvis which would have 
added to the risk of the delivery of an unmoulded head by forceps, so 
Cesarean section was performed. If I should ever meet with a 
similar case in a normal sized pelvis, if there is no relaxation of the 
ring under an opiate, I shall feel justified in advising Cesarean 
section. 

2. Cases in which the retraction ring is above the presenting part. 

When the ring is above the presenting part, in the majority of 
the cases, there will be another obstruction, such as a contracted 
pelvis, a tumour, or a_ transverse presentation. These cases 
should be dealt with according to the rules laid down for the treat- 
ment of such obstructions. However, occasionally, cases are met 
with, where the ring is the only obstructing factor, although the 
presentation is a longitudinal one, 7.e., either a head or a pelvic 
presentation, and it is with such I now propose to deal. 

(a) When the head presents, and the ring has formed round the 
neck. I have seen five such cases—four in the hospital, and one in 
consultation. In all of these cases, there had been frequent ineffec- 
tual attempts at delivery by forceps, and in two cases version had 
also been tried. In one of the latter, a face presentation, the uterus 
had been partially ruptured by the attempt at version, and the 
patient died within a few minutes of admission to the hospital. I 
was able to obtain the uterus, post-mortem. In my work on 
“Clinical Obstetrics”” a drawing made from this uterus is shewn. 
The ring is shewn as a very distinct ledge round a considerable 
portion of the uterine cavity, and below it is seen the rupture 
through the muscular layer of the lower uterine segment. The 
rupture is the exact shape of the back of a closed hand. In the 
other case in which version had been tried, a leg had been brought 
down, fortunately without rupturing the uterus. In this case, I 
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did an embryulcia. The woman was enormously stout with a very 
large pelvis, but the child could only be delivered in this way. The 
broken up portions of the child weighed 13 lbs. I do not think I 
have ever had a more difficult case of delivery, and as the mother 
was absolutely exhausted on admission, it is hardly necessary to say 
that she died from shock within 24 hours of delivery. Of the two 
other cases in hospital, they were both admitted in an extremely 
exhausted condition, and both septic. In both cases it was necessary 
to break up the head, and also the body before delivery could be 
effected. One of the patients died of sepsis, but the other recovered, 
after a very bad attack of sepsis. The remaining case, which I have 
quite recently seen in consultation, was a very typical one. She was 
a multipara with a roomy pelvis. The membranes ruptured at the 
commencement of labour, and the medical attendant very rightly 
did not try to interfere too soon, but waited on nature to cause 
dilatation and gave sedatives to relax the cervix. When he found 
that the pressure was telling upon the child he anesthetized the 
patient, and dilatated the os manually and applied forceps. 
Although the head was not obstructed he failed to deliver, and his 
axis traction forceps slipped after holding well for some time. He 
then recognized that the cause of the obstruction was the retraction 
ring. When I saw the patient, I found that the head was quite 
free from any obstruction to its advance, but on passing my hand 
beyond it, I could make out that there was a ledge round the whole 
of the uterine cavity, above which the shoulders lay. It was the 
most typical case of the retraction ring which I have ever seen, as 
it extended round the whole of the cavity. I could not detect fetal 
heart sounds, but, as the attendant thought he had heard them 
shortly before my arrival, I decided to try forceps again under very 
deep anesthesia, but they came off the head. I then did a crani- 
otomy and applied my combined instrument, which obtained such 
a good grip of the head that I was able to overcome the resistance 
of the ring and deliver the child. There was no bleeding during 
the 3rd stage of labour, but as the placenta did not come away in 
the usual time, and it was not expelled by supra-pubic pressure, I 
passed my hand into the uterus, and I found that the delay was not 
due to an adherent placenta, but to the retraction ring, or what is 
usually called an hour-glass contraction of the uterus. The ring 
had contracted, and about one-third of the separated placenta was 
retained above it. I removed the placenta by making traction upon 
it, and then gave an intra-uterine douche. The patient was very 
exhausted, but by free stimulation with alcohol, strychnine, and 
rectal saline injections, she rallied and made a good recovery. 

In these cases, as a rule, the membranes rupture early, and the 
liquor amnii drains away before uterine contractions have come on. 


In all the cases which I have seen this has been so. The uterus is 











16 Journal of Obstetrics and Gynecology 


thus moulded round the child before the cervix begins to dilate. 
In impacted breech cases the same thing occurs. As the contractions 
go on, retraction also occurs, and if dilation of the cervix is not 
quickly effected the retraction of the uterus causes the ring to 
form, and it grips the part of the child which lies above it. If the 
head presents, necessarily, the ring forms round the neck, and the 
shoulders are obstructed. If the breech presents, the ring forms 
above the breech, and the child is gripped, so that its feet lie above 
the ring, but with this I shall deal subsequently. 

Diagnosis. The ring may be recognized by palpation through 
the abdomen, but if the patient is very stout you may have difficulty 
in feeling it. On making an internal examination, you will find 
that the head is not obstructed, but it does not come down into the 
brim of the pelvis. By passing your fingers by the side of the head 
you will feel a very distinct ledge below the shoulders. 

Prognosis. The condition is an exceedingly grave one for the 
mother, and generally hopeless for the child. 

Treatment. The patient should be given full doses of an opiate, 
and when she is fully under its influence apply forceps. If the 
instruments hold well, you may be able to overcome the resistance 
of the ring and get the shoulders through it, when there will be no 
further difficulty. If the forceps slip, or if they hold and you fail 
to deliver, the safest procedure for the child, if it is alive, will be 
Cesarean section, and the risk to the mother will certainly not be 
greater than if you do a craniotomy. If the child is dead, do a 
craniotomy, and if you use an instrument like the combined one 
you will probably be able to bring the shoulders through. If you 
cannot do this, the clavicles must be cut, and this is a difficult 
operation as they are so high up. It may be necessary to break up 
the body. If the diagnosis is made before forceps are applied, 
undoubtedly the proper treatment would be to do Cesarean section. 
There is one method of treatment which is absolutely contra-indicated 
in these cases, viz., version. 

In a number of Cesarean sections which I have done after the 
membranes have been ruptured for some hours, I have found the 
retraction ring round the neck of the child. In such cases it is 
necessary to divide the ring to allow of easy delivery of the child. 
It was this condition which, in the early days of Cesarean section, 
caused difficulty in the delivery of the child, and not the retraction 
of the uterine incision. In those days the section was only resorted 
to after the retraction ring had had time to form. 

(b) Impacted breech cases with the legs extended. When the 
legs are extended, I believe that the true cause of the impaction is 
the retraction ring gripping the child, so that its feet are hitched 
above the ring. In these cases the membranes rupture early, and 
the whole of the liquor amnii drains away, and the uterus becomes 
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moulded round the child. The ring forms inside the uterus, and 
it can be recognized by an internal examination before it can be 
palpated through the abdomen. I have seen many of these cases, 
and in every one of them, I have found the ring was the cause of 
delay. In two cases in which I was called in consultation, after the 
attendants had failed to deliver by traction on the breech, both of 
the men volunteered the information that they had found a iedge 
inside the uterus which was the cause of the obstruction. In one of 
these cases, the attendant had used all his strength in making 
traction with a blunt hook, and when I delivered the child by 
bringing down a leg, I found a large wound in its groin which I had 
to stitch. 

Diagnosis. When the breech is impacted, always suspect exten- 
sion of the legs, and if you find they are extended, pass your hand 
in along the front of the child, and you will feel the ledge. You 
may be able to palpate it through the abdominal wall, but it can be 
recognized much earlier and more easily by an internal examination. 

Prognosis. The risks to the mother are very small, if proper 
precautions are taken, and to the child, they are not much greater 
than in an ordinary breech case which requires artificial delivery. 

Treatment. Traction upon the breech by forceps, fingers, fillets, 
etc., is of little use. The blunt hook should never be used on a live 
child. The best method of treatment is to anesthetize the patient 
deeply, and pass your flattened out hand up along the front of the 
child until your reach a foot, and then sweep it inwards over the 
front of the child, and bring it down. This manceuvre must be done 
with care, as the lower uterine segment is thinned out and it may 
be ruptured, if care is not exercised. When the leg is brought 
down, make traction upon it, and get an assistant to keep up very 
firm pressure upon the fundus of the uterus to prevent the arms” 
going up, and to keep the head well flexed. If the arms go up, they 
must be brought down in the usual way, by sweeping them over the 
front of the child. The after-coming head must be dealt with in 
the usual way. 

The subject of the retraction ring as a cause of obstruction in 
labour is one which hitherto has not received the attention it 
deserves. I therefore publish these observations in the hope that 
more attention will be paid to it. 


lo 
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SELECT CLINICAL REPORTS. 


(Under this héading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical exumples of thevr class). 


Dysmenorrhceea. Hzmatometra of one Horn of 
Uterus Bicornis. 


By Ewen Maciean, M.D., M.R.C.P. (Lond.), F.R.S. (Edin.). 
Gynacologist, Cardiff Infirmary. 


Miss A.B., et. 20, school teacher, was referred to me by her medical 
attendant in June 1909. 

The menses had become established at the age of twelve: they 
had been regular, scanty in amount, and always associated with 
marked left-sided pain and on some occasions with troublesome 
diarrhea. ‘There had been no intermenstrual discharge and no 
urinary or bladder symptoms. 

Some time previously, dilatation of the uterus with curettage 
was stated to have been effected but with no relief to the dys- 
menorrhea. 

The patient being nervous, the bi-manual examination was not 
very satisfactory, but I reported to the medical attendant that the 
physical signs suggested that the fundus of the uterus was strongly 
deflected to the left posterior quarter where it was anchored by 
adhesions. 

Having regard to the fact that neither the minor operation nor 
the administration of various anodynes had given any substantial 
relief and that, further, the symptoms were seriously interfering 
with the patient’s health and work, I. recommended that laparotomy 
should be performed. 

I received no further report on the case until January of this 
year when the patient was again referred to me. 

The symptoms of left-sided dysmenorrhea and diarrhea had 
increased in intensity, and had evidently been a serious tax upon 
the general health. The dysmenorrheea especially had become very 
urgent and distressing, and the patient had been obliged to relin- 
quish her work as school-mistress. 

‘On this occasion the recommendation of further operative treat- 
ment was willingly accepted. 
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Operation. Under the anesthetic and in the first stage of the 
operation per vaginam the cervix was found to be of normal shape 
and dimensions. On bilateral division of the os the sound passed 
upwards and to the right for the usual two and a half inches into 
what was clearly, as outlined by bi-manual examination, a uterine 
body inclining towards the right side of the pelvis. Dilators up to 
medium size were passed and a quantity of uterine mucosa was 
curetted away. Differentiable from this uterine corpus but still 
closely related to it the mass in the left pelvis was to be felt. 
The sound, however, could not be passed in that direction although 
careful attempts with that object in view were made. 

Median laparotomy was then proceeded with and the pelvic 
condition thus revealed, taken in conjunction with the points ascer- 
tained in the vaginal stage of the operation, was recognised as 
uterus semi-duplex in which the cavity of the right cornu was 
continuous with the single cervix and single vagina, whilst the left 
and rather larger horn was not so connected with the lower part of 
the genital tract. This left horn was densely adherent to intestine, 
omentum and bladder. 

The separation of these adhesions being effected—with difficulty 
and some hemorrhage—the left horn, after ligation of the round 
ligament, tube and ovarian ligament, was amputated and the thick 
pedicle, almost flush with the left lower aspect of the right horn, 
overstitched with silk. 

The left ovary which was low in the left posterior quarter of the 
pelvis, could not be isolated from its surrounding dense adhesions 
and was accordingly allowed to remain as also was the right ovary 
which, together with its corresponding tube, was healthy and free. 

On section the amputated horn was found to contain one and a 
half to two drachms of chocolate coloured fluid under considerable 
tension. The fluid presented the usual characters of that commonly 
associated with retained menses, and the containing cavity was lined 
by a mucosa. The walls of the cornu were dense and fibroid, and 
this character doubtless accounted for the exaggerated menstrual 
pain and for the comparatively small quantity of fluid which had 
been accumulated. 

The patient made an uneventful recovery, is now free from 
dysmenorrhea and has actively resumed her occupation. 
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Secondary Abdominal Pregnancy—Fourth Month. 


By Grszon FirzGrsson, M.D. 
Gynecologist to the Royal City of Dublin Hostal. 


TUBAL pregnancies are now so frequently diagnosed and treated by 
operation that they are not looked upon with any particular interest, 
but the majority of them terminate with the rupture of the tube, 
and at the time of operation merely show a mass of blood clot with 
the damaged tube and possibly a small degenerated fetus. The 
following case is of interest in that the pregnancy continued to 
develop after the primary rupture and that the fetus was living 
when removed. 

Mrs. A., aged 35 years, was married 10 years and had two living 
children, the eldest aged 9 years, the second aged 7} years. The 
second confinement was complicated by transverse presentation of 
a child weighing 10} lbs. The patient was confined to bed subse- 
quently for one month suffering very severe pain in the lower 
abdomen and evidently due to pelvic peritonitis or cellulitis, which 
caused semi-invalidism for the following five years, but for the 
two years previous to the present illness had been in fair health. 


The history of the present illness was that the patient mens- 
truated normally sometime towards the end of September 1910, 
about the 20 November she had an attack of severe pain in her 
abdomen and fainted. The pain continued and a few days later 
uterine hemorrhage commenced which was profuse and continued 
for ten days, when it became intermittent and continued so for the 
next fortnight when it ceased altogether. The pain in the lower 
abdomen continued and rather increased, and a tumour could be 
felt above the symphysis running towards the left anterior superior 
spine. 

The patient was admitted to hospital on December 26 1910; the 
tumour could be felt half way up to the umbilicus. Per vaginam 
the uterus was made out in front, but owing to tenderness nothing 
further could be made out bimanually. The patient had such a 
septic condition of the mouth from decayed teeth that it was thought 
advisable to have these removed before doing any operation, and 
consequently the laparotomy was not done until January 14. 

On opening the abdomen the whole pelvic region was shut off by 
matted intestines adherent to the broad ligament on the left side 
and the anterior abdominal wall. The adhesions were fairly easily 
broken down and the tumour on the left side exposed in front. The 
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tube was clamped between the uterus and the tumour, and then the 
broad ligament divided down the side of the uterus and the tumour 
shelled out. A large cavity was left with several bleeding vessels 
close to the side of the uterus in the base of the broad lgament; 
these were tied off and some gauze placed in the cavity to control 
oozing points. The abdomen was then closed with the gauze drain 
brought out of the lower angle of the wound; this was removed in 
48 hours and the patient made an uninterrupted recovery. 

The gestation which is well shown in the accompanying photo- 
graphs was covered in front by the broad ligament with the stretched 
tube above and in front, while behind there was nothing dividing 
the foetus from the intestines but the fetal membranes. The sac 
was complete when removed, and the second photograph shows the 
foetus in situ in the sac with the membranes divided and pushed 
aside. The placenta was formed in front of the foetus covered by 
the broad ligament and tube and running round the uterine end of 
the sac along the side of the uterus. The placental blood supply 
came from the uterine artery by several branches near the base of 


the broad ligament. The foetus was perfect and just about the 
16th week. 
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Unper Cuarce or Earptey Hotranp, M.D. 
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The Relation of the Thyroid Gland to the Female Generative 
Organs. 


J. R. Goopatt and L. C. Conn (Surgery, Gynecology and Obstetrics, May 1911) 
removed the appendages for double tuberculous salpingitis from a multipara, aged 69, 
who was suffering from a much enlarged thyroid of two years’ growth; after the 
operation they noted that the thyroid rapidly diminished in size, so that it became 
normal at about the thirtieth day. Finding no analogous case in literature, the 
authors have analyzed, in a somewhat long article, all the information which they 
could collect as to the relationship between the generative organs and the thyroid 
gland. Brietly, the conclusions which they come to are as follow :— 

(1) That the ovaries stand in very close relation to the thyroid. 

(2) That the uterus has no direct action on the thyroid, but may influence it 
indirectly through the ovaries. 

(3) That thyroid activity is to a certain extent governed by ovarian activity. 

(4) That ovarian hyperactivity is a frequent cause of the development of 
exophthalmic goitre. 

(5) That diminished or absent ovarian activity usually coincides with myxcedema. 

(6) That puberty, menstruation, pregnancy, lactation and menopause, exercise a 
profcund influence on thyroid secretion. 

(7) That thyroid secretion and ovarian secretion do not supplement but neutralize 
each other. 

(8) That the ovary has two secreting structures, the corpora lutea and the 
interstitial cells. 

(9) That it is the secretion from the interstitial cells which seems to bring the 
ovary and the thyroid into such close relation. 

The authors have found that the symptoms of the menopause, especially the 
artificial menopause, can be much ameliorated by small doses of thyroid extract. 


W.W. KE. 
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Jaundice after Operation on the Appendages: Dilatation of 
Stomach. 

Turriar (La Clinique de Bruxelles, Jan. 21 1911) reports an instance of two 
complications which fcllowed an abdominai section on a hospital patient. She showed 
symptoms indicating right salpingo-odphoritis and retroversion of the uterus. The 
peritoneal cavity was opened and a ruptured tubal sac discovered and amputated. 
In order to anticipate any chance of peritoneal infection treatment by continuous 
currents of oxygen was practised. Two complications developed in forty-eight hours, 
jaundice and acute dilatation of the stomach. Thiriar is of opinion that the jaundice 
was caused by the action of the anesthetic, chloroform, on the hepatic cells, and also 
in part to the acute dilatation, which was treated with Vichy water, employed 
repeatedly for the washing out of the stomach. The symptoms disappeared, and 
the patient recovered, although convalescence was retarded by yielding of the 
abdominal cicatrix at one point. No doubt other interpretations of the cause of the 
icterus are allowable. A.D. 


Inversion of Vagina after Hysterectomy. 


Vanverts, of Lille (Revue Mensuelle de Gynéc. d’Obstét. et de Pédiatr., March 
1911), adds some fresh experience to that recently recorded by Guibal and Tuffier. 
The former reported seven cases, the latter, Tuffier, considered that the hysterectomy 
was the cause of the subsequent inversion of the vagina. Hence the aim of the 
removal of a prolapsed bulky uterus was defeated. Morestin contended that the 
removal of the uterus was not the cause of the inversion, the prolapse of that organ 
was only part of a process which continued its evolution after the hysterectomy; in 
other words, that operation was insufficient and could not arrest the slow descent of 
the soft parts in the pelvic cavity. Potherat was of the same opinion; the vagina 
did not become inverted when the uterus was removed for disease, but it descended 
after hysterectomy for prolapse, the complication demonstrating that the operation 
was incomplete, but not the cause of the vaginal complication. Tuffier admitted 
Morestin and Potherat’s arguments; he had meant to turn attention to inversion of 
the vagina following or continuing to develop after hysterectomy, it being at least a 
sequence of that operation. Vanverts finds that hysterectomy certainly does not 
predispose to inversion of the vagina. He deprecates over operating, reporting a case 
of extreme procidentia where he amputated the cervix in 1901, and did a colpo- 
perineorrhaphy and an anterior colporrhaphy at the same sitting. A cystocele rapidly 
developed. Later on, the uterine appendages suppurated, and in 1903 Vanverts 
removed them with the uterus. Much pus escaped during the operation, so that 
plastic procedures to narrow the vaginal outlet were out of the question. The 
patient refused any further surgical treatment, and seven years after the removal of 
the uterus, although the vagina was completely inverted, she declared that it gave her 
no inconvenience such as she had experienced when the uterus was prolapsed, before 
the amputation of the cervix. <A pad of cotton wool proved quite sufficient to keep 
up the protruding vagina. Thus inversion of the vagina after hysterectomy does 
not always demand an operation. Colpopexy and perineorrhaphy may prove sufficient 
should the inversion give trouble. Some operators insist on total extirpation of the 
vagina, when the patient is old, but others deem that procedure to be severe and 
unnecessary. Ao). 


Carcinomatous Urachal Cyst in a Pregnant Woman. 

Setnorst (Nederland. Tijdschr. van Genecwk., 1909, i, 8; abstracted by Van 
Hoytema, Zentralbl. f. Gyndk., No. 17, 1911) reports that a woman, aged 30, was 
found, when in her fourth pregnancy, to be suffering from an abdominal tumour. 
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It was diagnosed by her physician as an ovarian cyst, for it fluctuated freely, 
and was tapped to give temporary relief during pregnancy. Then dysuria developed, 
and in the sixth month retention of urine. Selhorst could define a hard swelling, of 
the size of a duck’s egg, occupying the parietes a little below the umbilicus. At the 
operation the swelling was found to be a cyst full of pus and intimately connected 
with the bladder which was markedly dragged upwards. The cyst was removed, the 
fundus of the bladder being excised with it. The cyst wall showed carcinomatous 
changes. Thus Selhorst considered that it was a urachal cyst which had undergone 
inalignant degeneration, and, later on, suppuration. 

[Unterberger has reported another interesting case, where acute retroversion cf 
the gravid uterus occurred and urine passed through the umbilicus, so that rupture 
of an ovarian cyst through the umbilicus was suspected. In reality a urachal fistula, 
or cystic fistula, had been forced open by the pressure of the lower part of the 
uterus tilted upwards. The bladder prolonged upwards, more correctly the diver- 
ticulum of the fundus, has been described by Garrigues, Balfour Marshall and 
others; it is closely allied to urachal fistula. Suppuration is not rare in urachal 
malformations, especially in primary and secondary cystic fistule irritated by stale 
urine which can enter easily but cannot always escape as quickly as it entered. 
Malignant disease of urachal fistule and cysts is not unknown; Sir Frederick Eve 
has reported a cystic sarcoma, the patient was a male. Selhorst did rightly in 
removing part of the fundus of the bladder with the urachus, as Wutz’s valve which 
covers the entrance of the urachal canal into the bladder may be forced open after the 
operation, if the urachus is simply excised at the point where it passes into the 
muscular wall of the bladder. Im consequence a troublesome urinary fistula may 
develop in the lower angle of the abdominal wound. Besides, in Selhorst’s case there 
was malignant degeneration. Rotter also excised part of the fundus when removing 
a large urachal cyst because at the point of junction of the cyst and the bladder lay 
a small villous cancer which had been already discovered by aid of the cystoscope. 
For fuller notes on these subjects see Reporter, “ Urachal Cyst simulating Appendi- 
cular Abscess,” Proc. Royal Soc. Med., Vol. ii, Surg. Sec., p. 197.—Rep.] A. D. 


Uterine Prolapse with Spina Bifida in an Infant. 

KuprerBere (Jonats. f. Geb. ii. Gyn., Bd. 33, Heft 5, S. 631).—At a meeting of 
the Middle Rhine Society in January 1911 some interesting cases were shown, and 
amongst the rest this case seems noteworthy. 

The infant was a breech presentation which showed a spina bifida the size of a 
small fist in the region of the 2nd to 4th lumbar vertebre, the tumour was covered 
with intact skin and at its lower end showed a well-marked growth of hair. Both 
legs were badly developed, the sacrum was bent forwards, there was complete flexor 
paralysis with extensor spasticity of the legs, and club feet. Entire paralysis of the 
sphincters, of rectum, bladder and vulva, along with total prolapse of the uterus and 
absence of hymen, was present. The tumour was incised and 50cm. clear fluid 
came away; the sac was invaginated and covered by the skin, redundant tissue 
being cut away; healing by first intention was obtained. The child when shown 
was four weeks old and was thriving, but hydrocephalus was developing. The 
explanation of the very rare condition of prolapse is that atrophy of the muscles 
and fascia of the pelvic floor caused a loss of the necessary support while the absence 
of the constrictor cunni also contributed to this. Wonk. 


Venous Myoma of the Uterus with Intra-vascular Growth. 
S1tzenrrey (Zeitschr. f. Geb. und Gyn., Bd. Ixviii, Hft. i) records three cases of 

this rare variety of myoma. He discusses the arguments for and against the origin 

of myomata from the tunica muscularis of blood-vessels, and then proceeds to describe 
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his own specimens. The first was a tumour of the size of a child’s head, removed by 
vaginal hysterectomy with division of the tumour. The capsule of the tumour was 
conspicuous for the great number of large dilated veins on it. At the side of the 
uterus where some of the veins had been divided, there were long strings of tissue 
about the thickness of a lead pncil, projecting from the ends of the veins. One of 
these, 85cm. long, had been isolated at the operation and was lying free, as was 
also another smaller portion which showed a division into two, corresponding to the 
division of a vein. Section of the wall of the uterus shewed a number of dilated 
veins filled with similar strings of tissue, attached to the walls of the veins only at 
certain smal] points. Examination of these strings showed a typical myomatous 
structure. At parts there was obvious a good deal of mucoid and hyaline degenera- 
tion. It was possible to demonstrate that the myomatous tissue was directly 
continuous with the muscle of the vein wall. At first the author was of opinion that 
the string-like masses were intravenous sarcomata, but this view received no support 
from the subsequent examination. Some portions of this interesting tumour were of 
a distinctly fibro-angiomatous type. 

The second tumour shewed, on being cut open, a large number of openings, which 
were mostly the mouths of dilated veins. In a deeper part of the tumour a nodule 
of fibroid tissue 25cm. by 4cm. was seen projecting from the lumen of a vein. 
Microscopic examination of the tumour showed a typical leiomyoma, with considerable 
hyaline and mucoid degeneration, but no trace of any malignancy. 

The third tumour was an interstitial one of 9cm. in diameter. The capsule had 
a distinctly cavernous structure, and the tumour itself shewed a plexus of dilated 
veins. At several points small nodules were visible in the lumina of the veins, about 
the size of lentil seeds, attached by stalks to the intima of the vein wall. Examina 
tion of various parts of the tumour showed that it was a myoma, the intravenous 
portions showing hyaline degeneration. 

The author believes that cases of myomata showing marked dilatation of the veins 
(phlebectasis) are really myomata of the veins, and that most such specimens would 
reveal intravenous growths, if they could be examined immediately after operation, 
and the veins opened up. He also brings into line the rare condition described by 
Kaufmann, and by Halban of so-called phlebectasis of the gravid uterus, which has 
proved in some cases the cause of fatal hemorrhage. 

The article is well illustrated by one coloured plate and ten excellent cuts. 

R. W. J. 


The Necessity of Diagnostic Excision and Microscopic Examina- 
tion in the Diagnosis of Recurrent Cancer after Radical 
Extirpation. 

Sitzenrrey (Zeitschr. f. Geb. und Gyn., Bd. Ixviii, Hft. i) draws attention to 
the possibility of mistakes in diagnosing recurrent cancer. In one case he removed 
the uterus by Wertheim’s method for what was proved by microscopic examination to 
be epithelioma of the cervix. Six months later the patient returned with an ulcer in 
the vaginal scar about the size of a three mark piece. There was a considerable 
amount of infiltration in the parametrium and especially at the left side of the pelvis 
where there was a mass as large as a pigeon’s egg. A diagnosis of recurrence of the 
carcinoma was made and the patient was again operated upon. The ulcer was 
removed and after opening the abdomen several glands were removed, which appeared 
enlarged. Microscopic examination of the ulcer revealed only a normally granulating 
ulcer, with no trace of carcinoma. The glands showed only a condition of soft 
hypertrophy. 

In a second case the uterus was removed by Wertheim’s method for what was 
proved by the microscope to be malignant adenoma of the cervix. Six months later 
the patient returned with a complaint of pain, and was found to have an ulcer in the 
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vaginal scar with a thickened base and hard edges. The diagnosis of recurrence was 
again made and the patient submitted to a second operation. The ulcer was 
excised and the abdomen opened and a search made for enlarged glands. Some were 
found at the lower end of the ureter and removed. Microscopic examination shewed 
that the vaginal ulcer was tuberculous in nature, and the glands also shewed the 
presence of tuberculous nodules. R. W. J. 


Dermoid Cysts of the Mesentery in Women: Coincidence with 
Ovarian Dermoids. 

Hovuzex (Archives provinciales de chirurgie, April 1911), in reporting a case where 
he opened and drained a mesenteric dermoid cyst in a male infant aged twenty-three 
months, adds notes on sixteen cases already reported. In all the patient, it appears, 
was a female, so that his own seems to be unique. In reality they amount to 
seventeen, Lebert reporting two. Many were operdted on for removal of what 
appeared to be an ovarian tumour. In two the patients were children about two 
years old, as in Houzel’s. On the other hand in two more instances the patient was 
over fifty—the eldest being fifty-six. In Alexandre’s case acute abdominal pain 
occurred and torsion of the pedicle of an ovarian tumour was suspected. The results 
of the operation were remarkable. There was a large dermoid of the mesentery but 
also a dermoid of the right ovary as big as a fist. The latter was easily removed. 
The mesenteric cyst was enucleated from the mesentery. Still more remarkable is 
Schmid’s case where the mesenteric dermoid contained cartilage, bone and tissue like 
marrow, whilst both ovaries were converted into cysts, the left as big as three fists, 
the right as big as a bantam’s egg. Both contained bone and cartilage. All three 
dermoids were removed with the uterus which bore a calcified subserous fibro-myoma. 
The patient recovered. In Schutzer’s case the cyst, which developed in a girl aged 
fifteen, bore fourteen teeth. The remaining cases are incempletely reported. <A. D. 


Twenty-two Consecutive Cases of Extrauterine Pregnancies 
Successfully Treated by Operation. 

J. A. Kynocu (Zancet, June 10, 1911) briefly mentions the early writers on this 
subject and continues that the method of imbedding of the ovum in the tubal wall 
has been recently investigated by Fiith of Kiel who showed that the ovum lay 
entirely outside the lumen of the tube, being separated from it by a thin layer of 
muscular tissue. This position is due to the boring action of the trophoblast as 
shown by a fibrinous tract indicating the path taken by the ovum. As a further 
result of the destructive action of the trophoblast rupture of the gestation sac takes 
place—the direction of the rupture being either extra-tubal, intra-tubal or intra-mural. 

He says the diagnosis in a typical case of extrauterine pregnancy is usually 
simple. A patient with previous good health is suddenly attacked with severe pelvic 
pains associated with irregular uterine hemorrhage and perhaps a history of delayed 
menstruation. If combined with these symptoms he finds a soft tender tumour in the 
pelvis the clinical picture is complete. But he says all cases do not manifest these 
typical symptoms and ectopic pregnancy may be closely simulated by other conditions 
so as to make a certain diagnosis sometimes difficult. 

In a summary of the 22 cases 20 were multiparous, aged from 21—39. Of the 
individual symptoms (1) 10 gave a history of amenorrhea; (2) irregular uterine 
hemorrhage present in all; (3) sudden pelvic pain present in all; (4) shedding of a 
uterine cast present in one case. 

Kynoch lays stress on not placing too much importance on the absence of 
amenorrheea in the diagnosis as in 8 of his cases the occurrence of pain and uterine 
hemorrhage appeared at a time corresponding to what would have been a regular 
menstrual period. 
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Uterine hemorrhage associated with separation of the ovum from its tubal attach- 
ment was noted in all cases and in many of these the discharge was of a tarry 
nature (noted by Cullingworth) in contrast to the red discharge of ordinary uterine 
abortion. 

He explains the fact of the presence of a uterine cast in only one case as being 
due to the early period of pregnancy of his cases, the uterus not having had time to 
form a decidua. 

The termination of the 22 cases was as follows. Rupture of the tube 8 cases; 
tubal abortion 8 cases; tubal mole 2 cases; hematocele 5 cases; hematoma 1 case Of 
the 22 patients 2 had had repeated extrauterine pregnancy. 

Diagnosis. In diagnosing rupture of the tube from hemorrhage from the fim- 
briated end he says one must be chiefly guided by the degree of collapse and shock. 
Of the conditions which may simulate extrauterine pregnancy he quotes the following 
which he has met with :— 

(1) Uterine pregnancy terminating in abortion, especially cases in which the ovum 
is implanted near the uterine opening of the Fallopian tube giving rise to a soft 
bulging to the side of the uterus, simulating an ectopic sac (2 cases). 

(2) Hemorrhage into the ovary, Graafian follicle or ovarian cyst (1 case). 

(3) Tubal condition with cystic ovarian disease (1 case). 

Treatment. In 16 cases with signs of active hemorrhage immediate laparotomy 
was performed (2 of the cases being almost pulseless). 

Kynoch says that from his experience immediate operation even in collapsed cases 
is better than temporising with saline injections in the hope of improving the 
condition of the patient. 

In the other six cases, five of which had distinct encapsulated retro-uterine 
hematoceles, more or less expectant treatment was adopted, but a vaginal incision 
was made and the hematocele drained, with such satisfactory results that the patients 
were able to leave the hospital in 3 weeks instead of the usual 6-8 weeks. 

In the case of hematoma abdominal section showed that the blood was encapsu- 
lated in the broad ligament, so the abdomen was closed and the case treated by 
vag'nal incision and drainage. J. M. W. 


Treatment of the Sac in Later Stages of Ectopic Gestation. 

Vioter (7hése de Toulouse, July 1910) treats of the surgery of late extrauterine 
pregnancy and concludes, as the result of criticism of records and observations of 
the practice of French gynecologists in Paris and elsewhere, that whilst in the earlier 
stages removal of the foetal sac is easy and is indeed always resorted to, it is quite 
otherwise in later pregnancy. The successful removal of the sac may perhaps be 
more surgical but it is certainly less prudent than leaving it behind and packing it. 
This aphorism declared by Pinard in 1895 has stood its ground, notwithstanding the 
wide diffusion of gynecolegical operating and the recent perfection of aseptic 
technique and operating-room architecture. He refers to some very severe cases 
under Routier, Potocki and Bender, Tissier and Wiart. These experienced operators 
met with difficulties when engaged in removing the sac entire which was really an 
unnecessary manceuvre. The process is always long and generally involves free 
hemerrhage. Close adhesions to intestine, to the ureters and big vessels must be 
broken down, resulting sometimes in immediate and oftener ‘in distant complications 
of high gravity. On the other hand “ marsupialization” is attended with little risk. 
No adhesions are disturbed, the fixing of the edges of the sac and the packing of its 
interior take up relatively little time and even when the sac suppurates it will 
ultimately be in great part absorbed. Violet reports the complete history of nine 
cases under Pinard of Paris and Ferré of Pau. Vaginal section was pract’sed in 
two, the remaining operations were abdominal. In none did the sacs appear to give 
any trouble. A.D. 
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Bilateral Tubal Pregnancy: Twins in One Sac. 

Pavt Launay (Bulletins et mém de la Soc. de Chir. de Paris, November 22 1910) 
exhibited, at a recent meeting of the Société de Chirurgie de Paris, a uterus 
amputated above the cervix with the appendages, on account of bilateral tubal 
pregnancy. A woman lay at rest in a hospital for three weeks, acute inflammation 
of the vermiform appendix being diagnosed. There was the usual area of infiltration 
‘n the right iliac region, and no abnormal condition was detected in the pelvis. 
Marked jaundice developed and then inflammation of the right parotid, which did 
not suppurate. The patient had not menstruated for three months and was believed 
to be pregnant. Launay intended to operate when the acute symptoms had subsided, 
but one night an attack of internal hemorrhage set in and rupture of an ectopic sac 
was then diagnosed. Abdominal section was performed. <A large ruptured tubo- 
abdominal sac was exposed in the left side, it contained a three-months’ foetus. 
Launay then found that there was no disease of the appendix, but a big tubal sac 
had insinuated itself behind the cecum and colon, reaching as high as the liver. A 
pair of twin foetuses, smaller than that in the left sac, lay in its interior. They had 
a common placenta which was implanted in the cecum. The uterus was amputated 
with the appendages in order to allow of free drainage; it contained a decidua. The 
parts, removed the day before they were exhibited, are figured in Launay’s report. 

A.D. 
Interstitial Pregnancy. 

Lequevx (L’Obstétrique, May 1911) describes and gives photographic illustrations 
of six cases of interstitial pregnancy, four of which were seen in one year. After 
discussing various classifications proposed he puts forward the following scheme 
which, he thinks, reconciles the anatomical and clinical distinctions. He calls the 
first group “canaliculaires” which may have a a tubal evolution, or 6 a uterine 
evolution, and ¢ true “canaliculaires” which are seen only in early cases and may 
rupture or go on asa or b. The second group is that of intramurals with evolution 
a towards the fundus or 6 towards the lateral wall. Lequeux goes on to describe 
the anatomical relations of the gravid cornu to the uterus, of the round ligament to 
the tumour, of the tube to the ovular sac and lastly the histology of the sac. 
The photographs macro- and microscopic are very clear. He draws attention to two 
points, the presence or absence of a muscular layer in the sac and the situation of 
the placenta. He is inclined to believe that if the placenta is excentric rupture will 
take place earlier than if it be situated on the inner side, but more observations are 
required. If the diagnosis has been established operation is indicated as rupture is 
almost certain to occur sooner or later. Should an exploratory operation reveal the 
presence merely of an angular pregnancy, which it may be hoped will go on to full 
time, the risk of causing an abortion is less than that of letting the patient incur the 
danger of a rupture. If the pregnancy is in the first six weeks it may be possible to 
remove the sac without excising the whole uterus. If the attempt fails hysterectomy 
can be performed as will be usually found necessary in cases of later age than six 
weeks. E. H. L. O. 


Primary Abdominal Pregnancy: Operation at Term. 


J. W. Lane (Boston Med. and Surg. Journ., May 11 1911) reports a case where 
a woman had a miscarriage in the fourth month after a fall and was never pregnant 
again till five years later when she was 30 years old. In that interval of time her 
health had been good and there were no pelvic symptoms. The pregnancy, however, 
was complicated with attacks of pain and almost constant metrorrhagia in the middle 
months. Labour pains came on about term, there was a mass in Douglas’s pouch 
and the cervix was pushed up against the pubes, and not dilated. Lane, not 
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suspecting ectopic pregnancy, did what was intended to be a Cesarean section. The 
foetus, a living male which died soon after birth, was delivered from a big sac 
adherent to the parietes in front, the omentum above, and the descending meso-colon 
behind. The placenta lay in a large saccular cavity in the left lumbar fossa anterior 
to the kidney ; it was partially detached and serious hemorrhage ensued. The uterus 
was of the size of a two and a half months’ pregnancy, the Fallopian tubes and 
ovaries seemed perfectly normal. No trace of rupture of the tubes, ovaries or uterus 
could be found, nor did the attachment of the placenta come near those organs at 
any point. The sac was packed and there was great trouble in checking the hemor- 
rhage which proceeded from the sac. Some large sinuses, opened up after the 
removal of the placenta from its attachment to the descending meso-colon, were 
ligatured. On the third day, after the removal of the packing under ether, much 
blood came away and a few hours later as the patient’s state was critical an arterial 
transfusion was effected, the husband being the donor. A week later there was great 
trouble from suppuration of the lower angle of the wound; a quart of bloody pus 
was evacuated. Then a mass of inspissated feces was found occupying the rectum 
and colon as high as could be reached. It was broken up and then removed by 
enemata. The descending colon had no doubt sustained damage. The patient ulti- 
mately recovered. Lane considers that as there was no trace of uterine rupture or 
tubal rupture or abortion this ectopic pregnancy had developed primarily in the 
peritoneal cavity. A. D. 


Primary Abdominal Pregnancy in a Rabbit. 

W. Bratr Bett (Surgery, Gynwcology and Obstetrics, May 1911) during the course 
of some experiments on the female genitalia of rabbits came upon an indubitable 
case of primary abdominal pregnancy. The rabbit was kept in a separate cage after 
reception into the laboratory, and then double odphorectomy was performed; there 
were no naked-eye corpora lutea in the ovaries and the uterus was normal and 
non-pregnant. Two months later—the abdomen having been again opened in the 
interval—a post mortem was performed and a large mass was found attached to the 
gastro-colic omentum. This contained the bodies of four full term foetuses but even 
on microscopical examination no evidence of placental tissue. The uterus, tubes and 
ovaries were cut in serial section but no trace either of recent pregnancy or of rupture 
of the uterine cornua could be detected. The ovaries showed several fairly recent - 
corpora lutea. The experience of the author and the absence of naked-eye corpora 
lutea make it certain that the uterus was not pregnant at the time of the first 
operation. However, to meet the possible objection that the animal was in the very 
early stages of pregnancy and that rupture of the uterine cornua produced secondary 
implantation of the ova, it is pointed out that double oéphorectomy in rabbits always 
produces death of the ovum and abortion. It follows, therefore, that the full term 
rabbits found in the peritoneal cavity must have been present at the time of the 
first operation. The reason why the tumour was not noted at that time was because 
the incision was low down and because large masses of food or feces are so commonly 
found in the alimentary tract of rabbits that the tumcur, if felt, would not have 
attracted any attention. W. W. K. 


Chylus-Cysts of the Mesentery in Women. 

Hinz (Archiv. f. klin. Chir., Vol. xci, 1910, p. 543) records two instances of 
chylus cysts similar to that which was reported over twenty years ago by Rasch 
(“A Case of Large Chylous Cyst of the Mesentery,” 7rans. Obst. Soc., Vol. xxxi. 
1889, p. 311). In one case the patient was a man aged 36. The other occurred ia 
a laundress aged 22, subject for half a year to slight hypogastric pain, but there had 
only once been an attack of vomiting. She was admitted into hospital on account of 
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acute sacral pains. A cystic tumour of the size of a child’s fist could be defined to 
the left of the uterus, it lay close to the fundus and rather above it and was tender 
cn touch. Dermoid of the left ovary was diagnosed. At the operation morphine- 
scopolamin was first administered and then chloroform. The cyst was found lying 
in the folds of the mesentery near the junct‘on of the jejunum and ileum. One 
layer of the mesentery was carefully opened and the cyst was enucleated without any 
daniage to the bowel or any further wounding of the mesentery. The patient died 
on the second day, possibly from the action of the narcotic. The tumour contained 
300 cubic centimetres of characteristic milky fluid. It was lined with flat epithelium 
and its wall was thin and made up of lamelle of fibrous tissue. Between the layers 
some large lymphatic vessels were detected. A.D. 


Tumours of Supra-renal Body in Female: Growth of Hair on 
Face, etc. 

GOLDsCHWEND (Prager med. Wochenschr., Nos. 37, 38, 1910), in writing on. the 
symptoms and diagnosis of tumours of the supra-renal body, reports an original 
observation. A woman, aged 39, had ceased to menstruate for three years. For 
four months she had been troubled with epigastric pains, jaundice and great debility. 
A movable smooth round solid tumour lay in the left side of the abdomen. During 
the four months of illness a distinct moustache and whiskers had developed with 
free growth of hair on the integuments of the abdomen. After death malignant 
adenoma of the left supra-renal body was discovered. The uterus and ovaries had 
undergone marked atrophy. The pituitary body and pineal gland were normal. 
There were metastases in the liver. The marked symptoms, cessation of the 
catamenia and growth of hair associated with an abdomino-lumbar tumour in a woman 
were of great clinical value worthy of remembrance, and Goldschwend also remarks 
that, as has already been noted, abnormal secretion from the supra-renal body leads 
to atrophy of the ovaries and consequent menopause, with the development of 
secondary male characteristics. 

[Bulloch and Sequeira, “On the Relation of the Suprarenal Capsules to the Sexual 
Organs,” 7'rans. Path. Soc., Vol. 56, 1905, p. 208, have written on tumours of the 
suprarenal body (not hypernephroma of the kidney) observed in children and 
associated with abnormal growth of hair. In Dr. A. N. Davis’s case the patient was 
an affult lunatic over thirty, her face and extremities became extremely hairy.—/ep.] 

A. D. 


Malignant Hypernephroma. 

Nev (Monats. f. Geb. ii. Gyn., Bd. 33, Ht. 5).—Neu showed a malignant hyper- 
nephroma from a patient aged 76, which prior to operation was diagnosed as an 
ovarian tumour with twisted pedicle, and F. Straus in commenting on the case stated 
that the more experience is gained in the operative removal of these hypernephromata 
the greater is the tendency to depart from the former view that they are essentially 
malignant tumours. The pathologist sees the final stage of the case while the surgeon 
observes it in earlier development. While operating one should separate, so far as 
possible, the renal vein up to the vena cava, and by so dcing one is enabled to remove 
with the vein any thrombi of tumour material and thus guard against metastasis. If 
the excised mass shows no thrembi in the veins then the prognosis is favourable. If, 
however, one leaves thrombi behind the outlook is unfavourable. Wes Weer bre 


Chronic Hydronephrosis. , 

Srravs (Monats. f. Geb. ti Gyn., Bd. 33, Ht. 5).—Straus showed a case of 
chronic hydronephrosis where the tumour when excised appeared as a large 
single thin-walled cyst abcut twice the size of an infant’s head. The case was 
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of clinical interest because it resembled in situation, form and consistence an 
ovarian tumour and was considered to be so at first. It was freely movable 
and filled the abdomen between the costal margin and the pelvic crest. No 
connection with uterus and adnexa could be made out bimanually. There was some 
bladder discomfort on account of the pulling on the ureter which was adherent to 
the heavy tumour but there was no cystitis. The diagnosis of hydronephrosis was 
easily established by catheterisation of the ureters. The catheter could be introduced 
18cm. and then was arrested in its progress by obliteration of the ureter and no urine 
escaped from the catheter, so the tumour was extirpated and the wound healed 
soundly. W. R. P. 


Tubercie of the Ureter. 

Srravs (Monats. f. Geb. ti Gyn., Bd. 33, Ht. 5).—F. Straus showed an 
unusual form cf tubercle of the ureter. The kidney presented well-marked 
appearances of the disease while the ureter showed enormous thickening, its 
circumference being 9cm. and its diameter 3°4cm., the thickening being equal all 
over the section and formed of tuberculous tissue right to the thinned out 
adventitia. Still at the operation the ureter could easily be freed right down to the 
crossing of the iliac vessels. The kidney had previously been a movable one and 
lay in the pelvis being dragged down by the shortening and thickening of the ureter. 
There was also ptosis of the liver. The organ was removed from a woman who had 
the appearance of perfect health in spite of the advanced tuberculesis of ureter and 
bladder, which gave her no discomfort apart from moderate bladder symptoms. The 
diagnosis was established by simple pelvic examination. Per vaginam the right 
ureter could plainly be felt and from this the diagnosis of tubercular kidney was 
arrived at. This is not peculiar to the case in hand, for in a considerable number of 
patients it is an important diagnostic sign of kidney and ureter tuberculosis, and 
one which is easily attained by practice. In cases of long-standing cystitis which do 
not improve under treatment the ureters should be palpated. If then a thickened 
ureter can be made cut the diagnosis is clear and presence of kidney tuberculosis may 
be postulated. Wi. Re 'P: 


Parthenogenetic Development of Ova in the Mammalian Ovary. 

Leo Logs (Journal Amer. Med. Assoc., p. 1827, Vol. lvi, 1911).—Some years ago 
the author described peculiar strcutures that are found in the ovaries cf guinca pigs 
and expressed the opinion that they originated in ovarian follicles; afterwards it 
appeared possible that these structures owe their origin to parthenogenetically 
developing ova. Inasmuch as at that time he had not seen early stages of the 
structure referred to he was unable to regard these hypotheses as sufficiently well 
founded to warrant publication. Investigations in this direction, however, were 
continued and the desired early stages were recently found in two animals. They 
must be interpreted as embryos developing parthenogenetically within the ovary of 
the guinea-pig. We see in each case a chorionic vesicle with trophoblast, and 
plasmodia and syncytia penetrating into the neighbouring t'ssue. There is also a 
structure present which is probably to be interpreted as the neural tube. 

Aberrant blastcmeres cannot. be seen in the ovaries of guinea-pigs, and, inasmuch 
as the embryonic structures formerly described occur in nearly 10 per cent. of all 
guinea-pigs below the age of six months, and are situated in the cortex of the 
ovaries where the follicles lie normally, they can be derived only from ova developing 
parthenogenetically. Fertilization through spermatozoa can be excluded as_ the 
history of the animals is well known. The changes described in this communication 
are multiple, several ova undergoing parthenogenetic development in the same ovary. 
The latest stages of these developing embryos bears some resemblance to chorio- 
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epitheliomata. During ovulation these structures are occasionaily injured by 
hemorrhages, and they are ultimately invaded and supplanted by neighbouring 
connective-tissue. C.N.L. 


The Reaction of Pregnant and Puerperal Women to Tuberculin. 


Pavt Bar and Devraicne (in Z’Obstétrique, April 1911) give several series of 
tables and diagrams showing the reactions of women to tuberculin. Stern recently 
published an article on this subject in which he showed that, according to his 
observations pregnant women were much less susceptible to tuberculin than non- 
pregnant women, and that this insensibility passed off immediately on delivery. He 
tried to explain this phenomenon by assuming the absence of the antibody required 
to produce reaction. This absence of antibody was ascribed by Stern to the presence 
of a lipoid, as may be observed on injecting lecithin before the tuberculin. Stern 
made use of Héchster Alttuberculin. Bar and Daunay had noticed that pregnant 
women obviously syphilitic did not show the Wassermann reaction in the expected 
degree, and at the time of their observations attributed this to the recency of the 
infection. In the light of Stern’s paper they thought this phenomenon might be 
attributable to the fixation of antibody by lipoids. They accordingly made a series 
of observations on rabbits by sensitizing these against sheep’s blood and then putting 
the male to them. Unfortunately they failed as other experimenters have similarly 
failed because none of the sensitized animals became pregnant. Accordingly they 
determined to verify the observations of Stern on the human subject. They used a 
tuberculin prepared in the Pasteur Institute. 

From the tables given they conclude that in pregnant women, who are apparently 
healthy and have no history of previous tuberculosis, there is a marked lowering of 
reaction in the ninth month, and this reaction is less than the normal. This 
diminution is very variable, the maximum difference was 24 per cent. There is a 
similar diminution after delivery lasting about ten days. This iast observation does 
not corroborate Stern’s results. In tubercular women whose lesions are not 
progressing the reaction remains well marked throughout pregnancy, but it is 
diminished after delivery. It is thus seen that in several respects they do not 
support Stern, but admit that there is less reaction during pregnancy than in the 
non-pregnant state. They injected also a large number of infants born of tubercular 
women, invariably with negative results. Bar and Davraigne think that Stern’s 
hypothesis of lecithin fixation as possibly true, but very problematic. E. H. L. O. 


Sacro-Iliac Relaxation; with Analysis of Eighty-four Cases. 


R. O. Metsenpacn (Surgery, Gynecology and Obstetrics, May 1911) reports 84 
cases of sacro-iliac relaxation in men and women. He considers that the pain of 
pelvic congestion, dysmenorrhcea and other gynecological conditions are often due 
to this cause. He advocates treatment by means of manipulations, with or without 
anesthesia, followed by the application of various forms of pelvic belts so applied 
as to exert pressure on the sacrum. W. W. K. 


Evolution of Cholesterinzemia. 


CHavrrarD, Larocue and Gricavut (Z’Obstétrique, May 1911) contribute the 
results of their observations on 112 women during pregnancy, labour and the 
puerperium. They estimated the quantity of cholesterine by Grigaut’s method, 
making use of the green colouration of Liebérmann’s reaction. During the first seven 
months of pregnancy nearly one-half of the women showed an increase in the 
percentage of cholesterine in the blood. In the last two months the excess is almost 
constant up till the onset of labour; there is then a sudden drop almost to normal 
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for about 48 hours, when it again becomes as marked as before labour, and the 
normal is not regained till the end of two months. Lactation was not found to 
influence the quantity of cholesterine. The amount found in the umbilical vein was 
always less than in the maternal blood, and was not in any constant ratio to this. 
The quantity found in the amniotic fluid was much the same as that obtained from 
the fluids of oedematous women; liquor amnii is therefore a dialytic fluid. 

The authors believe that cholesterine is required by the foetus for the building 
up of the nervous tissues towards the end of pregnancy; hence the excess of bulk 
of the suprarenals in intrauterine life, but this explanation is given only as a 
working hypothesis. E. H. L. O. 


The Placental Theory of Eclampsia; Further Experiments with 
the Compliment ‘Fixation Test. 

R. T. Frank and W. J. Hermann (Surgery, Gynecology and Obstetrics, May 1911) 
discuss the placental theories of eclampsia. The authors have been unable to confirm 
the experiments of other workers as to the presence of any body in sensitized sera 
producing hemolysis, precipitation, agglutination or cytolysis; they, therefore, 
consider that Veit’s theory as to the presence of a physiological syncytiolysin, whose 
deficiency produces eclampsia, is untenable. Such positive reactions as the writers 
were able to obtain they consider to have been due to the “general human” species 
reaction from the use of animal sera. Lichtenstein is cited as having proved that 
the convulsions which Veit produced in rabbits by the intravenous injection of 
placental cells, are due either to the foreign body injected or to the presence of 
fibrin ferment which is found in all gland tissues. 

Fieux and Mauriac have claimed to have demonstrated by means of the compli- 
ment fixation test the presence of a specific placental toxic body and an equally 
specific antibody in the blood of pregnant women, but here again the authors have 
been unable to confirm these experiments. They give the exact technique of their 
experiments. 

Brief reference is made to some of the most recent, investigations. Dienst believes 
that the eclamptic phenomena are due to excessive hyperleucocytosis followed by the 
rapid breakdown of the leucocytes; the liberation of free fibrin ferment into the 
circulation produces thrombosis. He has, therefore, used leech extract in three cases 
of eclampsia to inhibit coagulation, but the results are not stated. 

Hofbauer regards the placenta as the site of ferments which, under pathological 
conditions, enter the circulation and produce autolytic disintegration of the liver. 

Anderson and Roseneau obtained anaphylactic phenomena in guinea-pigs by the 
injection of slightly “autolyzed” guinea-pig’s placenta and reinjection 22 days later. 
Hence they believe that eclampsia is due to anaphylaxis. 

Finally, Sellheim holds that the breasts are the source of the poison of eclampsia, 
and has removed both breasts in one case. 

The authors conclude by asking that a more critical attitude should be adopted in 
the future in accepting positive findings. W. W. K. 


Eclampsia during the Fifth Month of Pregnancy. 

CHAMBRELENT, Bordeaux (Bulletin de la Soriété d’Obstétrique de Paris, etc., 
March 1911, No. 3) describes a case of eclampsia occurring in a 5-para, aged 31, 
during the fifth month of her pregnancy. The previous obstetrical history is interest- 
ing, and briefly is as follows :— 

1901. Primipara. Full-term child. Eclamptic fits occurred at onset of labour 

and ceased after delivery. 

1905. Labour premature at 7th month, and accompanied by very severe eclampsia, 

albuminuria and oedema. 
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1907. Miscarriage at 6th month, associated with much bleeding. 

1909. Labour premature at 7th month. Child stillborn. No eclampsia present. 

The patient came under Chambrelent’s notice during the 5th month of her fifth 
pregnancy. She then presented a generalized cedema, and was suffering from 
acute bronchitis. The urine showed the presence of 3gms. of albumen per litre, 
but the latter rapidly increased to 11°50 gms. per litre in spite of a rigid milk diet. 
Intense cephalgia supervened, associated with two typical eclamptic fits. After a 
fortnight’s amelioration of symptoms and apparent recovery, the condition recurred. 
As no foetal movements or heart sounds were perceptible and insomnia persistent in 
spite of repeated morphia injections the author dilated the cervix and removed a 
dead macerated foetus of about 5} months’ gestation. Convalescence was rapid and 
complete, with the exception of a persistent small quantity of albumen. 

The interest of the case lies in the early date at which eclamptic symptoms 
supervened, the antecedent obstetrical history and the recurrence of the toxemia after 
apparent recovery. 

It is pointed out that eclampsia during the early months of gestation is unknown 
in primipare. It is always rare in multipare and only occurs when some long- 
standing and advanced lesion of liver or kidneys is present. H. B. W. 


The Treatment of Eclampsia by Morphia and Helmitol. 

M. J. Rovvisr (Bulletin de la Société d’Obstétrique de Paris, etc., March 1911, 
No. 3).—In a communication to the Obstetrical Society of Paris, Reynier attempts to 
justify his practice of administering morphia in some severe cases of puerperal 
eclampsia, and gives details of two patients successfully treated by this method. 
He refers to the frequency of the disease in Algiers, especially among Italian and 
Spanish women, and states that in less than six years he has observed thirty cases at 
the Maternité (d’Alger). The treatment he now adopts in all cases is as follows :— 

1. The injection of morphia in doses of 5mg. to 1 cg. at intervals of more than an 
hour until cessation of the spasms. 

2. The prevention of absorption of fresh toxins from the alimentary canal by 
thorough lavage of stomach and intestine. Enteroclysis is carried on until the 
contents of the bowel are returned quite clear, and the process is repeated every four 
or six hours. 

38. The employment of a strict water diet until complete restoration of con- 
sciousness. 

4. The administration of urotropine citrate as a diuretic and internal antiseptic, 
in doses of 50cgs. to 3 or 5gms. in the 24 hours. The drug may be given per 
mouth or rectum, and Reynier recommends that it be introduced at the conclusion 
of gastric or intestinal lavage in doses of 50 cgs. in 250 gms. of boiled water. 

The following advantages are claimed for the method :— 

(a) That it is extremely easy to practise. 

(b) That it reduces to a minimum all post-eclamptic complications. 

(c) That it is extremely efficient and in the author’s opinion superior to other 

methods of treatment. 

(d) The rapidity with which convalescence is established. 

The point to which Reynier particularly wishes to emphasize is this, viz.: that 
morphia is not only harmless in albuminuria of puerperal origin, but that it is an 
agent of considerable value in the treatment of eclamptic convulsions. 

In the discussion following upon the paper Boissard observed that although 
morphia may be efficient in checking the convulsions, he personally favoured extensive 
blood-letting ; a method which had been extensively employed and the value of which 
had been proved by the work of many, particularly that of Chérié and Devraigne. 

H. B. W. 
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The Leucocytes of the Blood in Puerperal Autointoxications. 

Zancia (Annali di Ostetricia, February 1911) records investigations he has recently 
made on the leucocytes of the blood in the autointoxications of pregnancy. The 
vital colorisation methcds of Cesaris Demel were employed, and the cases studied 
included eight normal to serve as standards of comparison, 15 of albuminuria, 
8 of eclampsia, 1 of pernicious anemia and 1 of vesicular mole with albuminuria. In 
every case he made a separate count of the granular leucocytes (neutrophil, basophil, 
eosinophil) and of the non-granular (large and small mono-nuclear and transitional 
forms), and previously or simultaneously he observed the colour and form of their 
physiologic granulations, since these were subject to immediate and permanent 
alteration. He then noted the leucocytic reaction to sudan and found the percentage 
of sudanophils in the granular leucocytes to be so much higher than in the non- 
granular as to furnish an almost exact idea of the total fatty leucocytic content. In 
the course of his numerous observations he sometimes detected corpuscles similar 
to those described by Cesaris Demel as a specific indication of purulent inflammation, 
but, in spite of increased fat and granular changes, he did not find sufficient nuclear 
alteration to justify the term “corpuscles of Cesaris Demel,” and he therefore 
considered them on the same basis as other sudanophils. 

He found that in the blood of normally pregnant. women the sudanophils were 
more numerous than in the blood of non-pregnant, that no changes occurred in the 
granulations, and that during the puerperium the number of sudanophils and the 
quantity of fat increased. In his abnormal cases he found that whatever the lesion 
might be, it always affected both the. number of the leucocytes and their morphologic 
and chromatic properties. In normal and complicated cases alike he found that 
during the puerperium the percentage of sudanophils and the quantity of fat were 
proportional to the same quantities observed in pregnancy; and that the intensity 
of the sudanophil reaction and the neutrophil leucocytosis were proportional. While 
albuminuria caused a diminution in leucocytes and in sudanophils proportional to its 
intensity, eclampsia caused an increase rising relatively to the gravity of the clinical 
symptoms. The most intense sudanophil reactions noted were in some cases of 
eclampsia and of albuminuria with intrauterine death of the foetus. In pernicious 
anemia complicating pregnancy the blood showed a low percentage of sudanophils 
and diminished quantity of fat. In a cases of vesicular mole (4th month of 
pregnancy) there was an extremely high percentage of sudanophils containing a great 
quantity of fat. After expulsion of the mole a decrease in sudanophils and fat 
occurred contrary to the usual increase in the first two days of a normal puerperium. 

Investigators have not yet agreed whether sudanophils in the blood are purely 
phagocytic in origin, purely degenerative, or both. As regards their origin in either 
the normal or the complicated puerperal state, Zancla thinks that phagocytosis plays 
the chief part. Their increase in number during the puerperium seems to be directly 
related to the involution of the uterus, which by its contraction expels them from 
its blood-vessels, mucosa, and intercellular connective-tissue. As confirmation he 
cites the results of counts made from the blood which covered the maternal surface 
of the placenta after expulsion, and at the same time from the circulating blood of 
the woman. The percentage of leucocytes and of sudanophils and the quantity of fat 
were much greater in the one count than in the other. J. H. F. 


The Sweat-Glands in the Autointoxications of Pregnancy. 

Fossatt (Annali di Ostetricia, February 1911) describes the work done by Cesaris 
Demel and others in investigating the changes which always occur in the sweat glands 
of nephritic patients, and proceeds to give an account of researches he has personally 
made on the sweat glands of women in the puerperal state, suffering from nephritic 
or other complications. Two cases of vaginal prolapse in patients otherwise normal 
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served as controls. The other cases included 3 of chronic nephritis with intercurrent 
pregnancy, 7 of albuminuria arising during pregnancy, 7 of eclampsia and 2 of 
corrosive sublimate poisoning. Other investigators had conducted their examinations 
on the dead subject, and their results might have been modified by cadaveric 
changes. Fossati, by consent of his patients and their friends, conducted his on the 
living. The skin was in every case taken from the axilla, because the greatest number 
of large and small glands to the square inch is found here, also because the skin is 
thin and less resistent to cutting. 

He found that in the first group of complicated pregnancies the changes noted in 
the sweat glands corresponded (1) to those due to chronic nephritis—vascular 
sclerosis, atrophy of glandular epithelium in some places, cystic dilatation of the 
secreting even of the excreting canals, thickening and distortion of the elastic tissue— 
(2) to those seen in acute nephritis—fatty or necrotic degeneration of epithelium and 
blocking of the canals by epithelial debris. In the cases of albuminuria, eclampsia 
and corrosive sublimate poisoning the changes noted were all degenerations of the 
second type. The extent of the alterations was the exact counterpart of the gravity 
of the clinical symptoms. Two cases—one of eclampsia, one of albuminuria— 
examined during convalescence, showed the glandular epithelium almost normal, and 
the canals no longer blocked by epithelial débris. 

The conclusions which Fossati draws are that the autointoxications of pregnancy 
exert an injurious effect on the skin, especially and essentially on the sweat glands, 
that these lesions do not differ in nature and extent from those due to other 
endogenous or exogenous poisons, and that the cutaneous lesion probably develops 
pari passu with that of the internal organ, and is recovered from in the same way. 

J.H.F. 


The Influence of Parity on the Progress of Labour. 

Fasre (Bulletin de la Société d’Obstétrique de Paris, etc., March 1911, No. 8) 
has studied in 1,135 normal labours at his clinique the relation that multiparity bears 
to the duration of labour and the amount of blood lost, and published the results 
of his investigations and those of his pupil Vuillaume in a paper read before the 
Lyons Obstetrical Society. 

After detailing the methods employed the author states the following facts, viz. : 

1. In the case of 530 primipare the mean actual time of delivery occupied 
1°22 hours, and the blood lost amounted to 130 grammes. 


In 580 multipare the delivery time is 1:07 hours, and the blood lost is 150 
grammes. 


Analyzing the multipare, Fabre finds that— 
(a) In 2-parse (227 cases) the mean time is 1:07 hour. Blood lost 143 gms. 


(b) In 3-pare (139 cases) 3 = Od. 5, rr 145 gms. 
(c) In 4-pare (84 cases) > re | ee 5 193 gms. 
(d) In 5. & 6-pare (88 cases) _,, 3 “Sauer 4s $5 143 gms. 
(e) Above this number (42) ,, s 305 - 200 gms. 


As regards placental delivery, the author states that the amount of blood lost 
varies with the time taken in natural separation of the organ. The following are a 
few of his results :— 

A. Delivery of placenta 4 hour after birth of child. 

Primipare (37 cases), 76 per cent. lose 200 gms. of blood or less 
24 per cent. lose more than 200 gms. 
Multipare (56 cases), 75 per cent. lose 200 gms. or less. 
25 per cent. lose more than 200 gms. 
*B. Delivery of placenta $ hour after birth of child. 
Primipare (95 cases), 82 per cent. lose 200 gms. or less 
18 per cent. lose more than 200 gms. 
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Multipare (120 cases), 74 per cent. lose 200 gms. or less. 
26 per cent. lose more than 200 gms. 

C. Delivery of placenta 1;—3 hours after birth of child. 

Primipare (104 cases), 89 per cent. lose 200 gms. or less. 

11 per cent. lose more than 200 gms. 
Multipare (124 cases), 88 per cent. lose 200 gms. or less. 

12 per cent. lose more than 200 gms. 

D. Delivery of placenta after 3 hours. 

Primipare (46 cases), 91 per cent. lose 200 gms. or less. 

9 per cent. lose more than 200 gms. 
Multipare (23) cases), 92 per cent. lose 200 gms. or less. 

8 per cent lose more than 200 gms. 

Fabre concludes that the most normal type is one in which placental delivery is 
effected in $—1} hours from the birth of the child and about 150 grammes of blood 
are lost. Seventy per cent. of all primipare and 65 per cent. of multipare conform 
to this rule when left entirely to Nature. H. B. W. 


Pregnancy and Delivery in Uterus Bicornis. 

Juuius Ricuter (Gynekologische Rundschau, V Jahrg., 9 Heft) reports a case 
of this nature. The patient had a regular menstrual history, the period lasting 8 or 
9 days. The last period was two months before admission to hospital, to which she 
came on account of a sudden bleeding from the vagina. She had two previous 
pregnancies, the one ending at the second month, the other ending in a normal labour. 
On examination a septum was discovered 3cm. within the orifice, attached to the 
anterior vaginal wall. It had been separated from the posterior wall at the previous 
birth. The vaginal portion of the cervix was conical, enlarged and soft, and on it 
two orifices were felt, separated by the thin vaginal septum. The left was larger 
and was split on the mesial side. Each of the cervices, which were fused mesially, 
were found to be continued into a uterine body. These were completely separate. 
The’left was enlarged to the size of a 6—8 weeks pregnancy, and was soft; the right 
was small and of normal consistence. On examination with the speculum the blood 
seemed to be coming from the right orifice. This appearance was noted the next 
day, and it was interpreted as probably corresponding to a menstrual flow from the 
right side. The bleeding ceased on the third day, and the patient left the hospital. 

She returned about full time. There had been no more bleeding. The head was 
presenting and occupied the first position. The round ligament of the left uterine 
horn occupied the normal position. On examination the left cervical canal admitted 
one finger and was 25cm. long. The right cervix was felt behind and to the right 
side, and admitted one finger the length of 1 cm. The patient left hospital, and 
returned when labour had been in progress for five hours. The pains were very 
severe. On examination the head was felt in the first position. The left orifice 
admitted four fingers. Membranes unruptured. Head high and mobile. To the 
right and behind, the right orifice was felt. It admitted two fingers 2cm. and 
was drawn out into a half-moon shape. The labour was normal. Afterwards the 
right uterine horn could be felt enlarged and drawn up and lying beside the left 
horn. No vesico-rectal ligament could be felt. No escape of decidua was noticed. 

J. Y. 


Pregnancy and Delivery after the Schauta-Wertheim Operation 
for Prolapse. 

P. Escu (Gynekologische Rundschau, V. Jahrg, Heft 9) reports an interesting 

case, in which pregnancy had occurred after the above operation, by which the uterus 

is forcibly anteverted and is interposed between the bladder and vagina, to the 
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anterior wall of which its front wall is sutured. The author states that this is the 
second case of delivery reported subsequent to this operation. The first was 
recorded by Freund. 

The interposition had been performed in May 1908. She had a miscarriage at the 
3rd month in 1909. She was admitted to hospital in October 1910 at about the 
5th month of a second pregnancy. For five weeks she had been suffering from a 
constant desire to micturate and from severe pains in the lower abdomen. She had 
retention and was catheterized three times. On examination, uterus two fingers’ 
breadth above the navel; foetal parts felt. On examination the anterior vaginal wall 
was stiff, and through it the expanded uterus with the fcetal head could be felt. 
The cervix was out of reach. The patient’s symptoms improved and she left the 
hospital, to return later. This she did in January 1911 in labour and with a free 
bleeding from the vagina. The uterus was now a hand’s breadth above the navel. 
The child was living and occupied the second dorso-posterior position. Only under 
chloroform, with half the arm in the vagina, was it possible to reach the cervix. It 
was dilated to the size of the palm of the hand and lay at the level of the second 
last lumbar vertebra. The membranes were unruptured and a lateral placenta previa 
was felt. 

The child was delivered by classical Cesarean section. The fundus was noted to 
be placed at a long distance below the navel and the bladder was stretched and 
drawn up to nearly the level of the fundus. The tubes were excised. The child and 
mother did well. 

In Freund’s case the labour was conducted through the vagina, the head having 
been perforated and extracted by the cranioclast. Recently Mainzer has reported 
a patient in whom the uterus was found to be pregnant after the above operation, 
in addition to a removal of the tubes, was carried out, and the writer agrees with 
Mainzer that, in addition to sterilization, a curettage should be practised in 
women during the child-bearing period. J: ¥: 


The Technique of Pubiotomy. 

Bovis, Rheims (Z’Obstétrique, April 1911), gives various details of this operation. 
The first indication is to make the section of the bone as far as possible from the 
symphysis, to avoid tearing the clitoris and vascular parts, or bladder and vagina. 
The section of the bone runs obliquely downwards and outwards from the pubic 
spine to the junction of the middle and lower thirds of the ischiopubic ramus. The 
bone is cut through after separation of the periosteum. This procedure reduces the 
risk of hemorrhage in general and of tearing of large vessels, of the bladder and of 
the pudic nerve. It also prevents too wide a gaping of the bones and assures a 
good callus. During the operation the patient has the trochanters supported by large 
sandbags. Further details are given in the Semaine Médicale for January 15 1911. 


E. H. L. O. 


Repeated Pubiotomy. 


Peratta Ramos (Ann. de Gyn. et d’Obstét., May 1911) gives the history of a 
patient who had a subcutaneous pubiotomy performed in 1906, and was delivered of 
a child with a biparietal diameter of 97 cms. Four weeks after the operation a 
radiogram showed fibrous union with commencing ossification. A year and nine 
months later the union seemed to be wholly osseous, and the pelvis was enlarged 
2 millimetres in the conjugate. The patient was at this time again at full term of 
pregnancy, and the head could not be made to enter the brim. After labour had 
lasted 10 hours a pubiotomy was done on the opposite side and the child was born 
spontaneously. Biparietal diameter 95 cms. Two months after the second operation 

















Metritis Dessicans 39 


the bones were radiographed and fibrous union in course of ossification found to be 
present. 

The patient was seen eighteen months after the second operation. She was in 
good health and able to walk well. Both children alive and well. C. W. 


The Absence of Good Osseous Union after Pubiotomy. 


Peratta Ramos (Ann. de Gyn. et d’Obstét., May 1911) gives details of fourteen 
cases examined at periods between 7 months and five and a half years after operation. 
It will be seen that bony union existed in only three out of the fourteen cases. 
The cases are divided into four groups :— 

Callus practically absent, one case, 1 year and 9 months after operation. 

Fibrous union, seven cases, 5 years, 2 years, 2 years, 1 year and 5 months, 1 year, 
10 months, 10 months after operation. 

Fibrous union with partial ossification, three cases, 1 year, 10 months, 7 months 
after operation. 

Osseous union, three cases, 5 years and 8 months, 3 years and 2 months, 13 
months. C. W. 


Laparotomy for Irreducible Retroversion of the Gravid Uterus. 


GovlLuioup (Ann. de Gyn. et d’Obstét., May 1911) records a case where he failed 
tc replace an incarcerated gravid uterus. Owing to the persistence of severe 
symptoms he opened the abdomen and found the uterus fixed to the true 
pelvis by a dense adhesion. This band ran from the left cornu of the uterus 
and was a centimetre thick. After cutting through the band the uterus was easily 
replaced. The tubes and ovaries were healthy and no other adhesions were present. 

The patient had had five children, the youngest being 12 years old. Gouillioud 
discusses laparotomy for this condition and quotes a number of authors on the 
subject. C. W. 


Metritis Dessicans and Uterine Abscess. 


Riscu (Medizinsche Klinik, 1911, No. 5) reports in full an instance of these two 
complications of the puerperium observed in the same patient. An almost similar 
case of dissecting metritis associated with abscess of the uterus was reported by Von 
Franqué in 1901, and Risch’s patient was under the same obstetrician’s care last 
year at Giessen. Risch states that 57 cases of metritis dissecans have been reported, 
before his own, and 22 of abscess of the uterus. As is frequently the case, his patient 
was very young and had been greatly debilitated by illness. She was a unipara, 
aged nineteen. Early in March 1910 she came under treatment for angina and 
bronchitis in a medical ward. A few days after her discharge she complained of 
dysphagia and a doughy swelling developed behind the angle of the jaw on the left. 
The left tonsil was deep red, without any deposit on its surface, and the temperature 
was high. On the second day the patient, returning to the hospital, was sponta- 
neously delivered, before any examination of the vagina and uterus had been made. 
The child weighed over four pounds and three-quarters and measured over seventeen 
inches ; it was living when the patient was discharged from the maternity. Delivery 
was somewhat premature. A few hours later rise of temperature to over 103°, 
with a distinct rigor occurred. For a few days there was persistent fever, whilst the 
throat complication subsided. The lochia were free during those days and showed no 
germs, yet the uterus remained big and was tender on pressure. On the fifth day, 
and not earlier, there was purulent discharge. It increased, and on the twelfth 
a tube was introduced into the uterine cavity and the contents were voided from time 
to time by a suction pump (Sitzenfrey’s method). At the end of three days’ 
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treatment a quantity of foetid pus escaped and the patient at once began to get better. 
On the twenty-fifth day of the puerperium another free escape of pus occurred and a 
large piece of uterine muscular tissue came away. It was apparently detached from 
the posterior part of the cervix towards the right and it had been detected in process 
of detachment on the first occasion when the suction tube was introduced. A few 
days later parametritis developed on the right side, but soon subsided, and the 
temperature fell to normal. Shortly afterwards the patient menstruated, there were 
sharp pains in the right iliac fossa, and, as before the pregnancy, only scanty show. 
In this case there was no history of syphilis, tuberculosis, enteric fever, or 
diabetes. Nor could there have been any infection from below as delivery was 
spontaneous and the lochia were normal for several days. The infection came 
through the blood from the focus of disease in the throat. Risch finds only one 
other recorded case of metritis dissecans where the patient was certainly not examined 
before labour, but she was a Russian workwoman who had been taken with labour 
pains in the street, so that infection from below was quite possible and probable. 
In Risch’s case the sequestrum of uterine tissue came away at about the usual date; 
in another in Von Franqué’s wards it was not detached till at the end of four 
months; the earliest date of separation, namely, the fifth day, is noted in one case 
under Walther. No instance of pregnancy after recovery from metritis dissecans 
has been reported. Risch notes in his case how early the catamenia returned. 
Sitzenfrey’s method of emptying the uterus proved very efficacious and Risch 
contrasts it with another case where intrauterine injections were practised and the 
uterus accidentally perforated. A. D. 


The Brachycardia of the Puerperium. 


F. W. Lyncu (Surgery, Gynecology and Obstetrics, May 1911) has studied the 
pulse in 185 normal cases with a view to determining whether or no there is any 
slowing of the pulse-rate. He points out that it is necessary to know the average 
pulse-rate during pregnancy in order to estimate any post partum slowing. The 
author finds that in only 20 per cent. of the cases had slowing of ten or more beats; 
primipare tended to show no change in rate; a slow pulse in pregnancy tends to 
rise during the puerperium and vice versd. W. W. K. 


Vaginal Douching in the Puerperium. 


BurckHarpt and Kors (Zeitschr. f. Geb. und Gyn., Bd. Ixviii, Hft. 1), writing 
from Prof. von Herff’s clinic at Basel, take up the cudgels in favour of routine 
antiseptic vaginal douches after labour. In two series of cases of 700 and 400 cases 
they found the morbidity in the douched and undouched respectively to be in the 
first. series 6°5 and 8'6, and in the second series 7°'7 and 10°5. As the douched cases 
include all the operative ones, the figures rather underestimate the difference claimed. 

In their previous work the authors used perchloride of mercury, but it was 
argued that in their experiments the perchloride was carried over into the cultures, 
and inhibited the growth of organisms by its effect on the media as well as on the 
germs themselves. To obviate this they have recently been using a halogen com- 
pound of kresol, known as Chlor-m-Kresol. It is said to be powerfully antiseptic, to 
be only slightly affected in presence of albuminous fluids, and to be perfectly 
harmless to the mucosa of the vagina. 

Equal numbers of douched and undouched cases were investigated in the usual 
way by the removal of specimens of the secretion by Déderlein’s tubes at the 
beginning and end of the first week of the puerperium. Cultures, both aerobic and 
anaerobic, were made in the ordinary way, and confirmed and checked by animal 
experiment where necessary. Full details of the methods and results are given. 
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The authors’ principal conclusion is that the so-called streptococcus saprogenes is 
identical with the streptococcus putridus (Schottmiiller); that it may be found in 
the vagina of a healthy subject; and that its usual innocuousness is due to the fact 
that it cannot usually find in the vagina any suitable point for invasion. They also 
find that vaginal douching definitely causes a diminution or even the disappearance of 
bacillary forms, and their clinical results lead them to deny the supposed harmlessness 
of these organisms, or their reputed antagonistic action upon streptococci. Such 
organisms, although they may usually be harmless, may, on the other hand, given 
possibilities of invasion, acquire a higher pathological dignity. At the same time the 
authors are not prepared to identify them as a cause of puerperal fever. They 
speak highly of the influence of Chlor-m-Kresol in restraining the growth of these 
organisms. R. W. J. 
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REPORTS OF SOCIETIES. 


GLASGOW AND NORTH OF ENGLAND OBSTETRICAL AND 
GYNASCOLOGICAL SOCIETIES. 


Combined Meeting held in Glasgow June 16th and 17th, 1911, Dr. A. W. RusseLu 
(President) in the Chair. 


PAPER READ BY Proressor J. B. Heiter, LEEDS, TO INTRODUCE A DISCUSSION ON THE 
OPERATIVE TREATMENT OF “ PROCIDENTIA.” 


Professor Hellier said he had chosen a very practical subject—the surgical treat- 
ment of the commonest of gynecological conditions, but one which, in his opinion, 
required elucidation. The subject of Procidentia was a wide one and presented many 
phases for discussion but he asked the fellows present to focus their attention on 
the one question, “What method of treatment gave the best resuits as regards the 
permanent cure of the condition?” 

Dr. Hellier first considered the chief difficulties of the problem. The uterus was 
in whole or in part outside the vulva and in a position of retroflexion or retroversion 
so that the first part of the problem was to secure the uterus in a position of 
ante-version or fiexion. Secondly he pointed out that in procidentia the uterus was 
hypertrophied—the enlargement being due to elongation of the supra-vaginal cervix, 
to the body of the uterus itself and to the enlargement of the labia cervicis 
especially where there were old standing lacerations. These uterine conditions in 
his opinion required attention during the operation for the radical cure. Thirdly he 
pointed out the prolapsed state of the vaginal walls—cystocele and rectocele—and 
urged that no operation was of any use where these conditions were left untreated. 
He referred to the changes taking place after the menopause and showed how such 
changes caused a procidentia or made an existing one worse. 

The most serious difficulty he said, was the effect of further child bearing on 
cases that had been operated on. He doubted if there was any operation that was 
free from risk or difficulty in a labour following or where relapses would not occur. 
The best results were obtained after the menopause cr where sterilisation was 
performed. He thought sterilisation justifiable in patients over 40 years of age, but 
not in young women. 

Regarding the operative treatment he advised a combination of operative measures. 
Anterior colporrhaphy or colpo-perineorrhaphy were always necessary—not alone but 
in combination with fixation of the uterus. Fixation of the uterus without the plastic 
operations was useless. Vaginal hysterectomy did not cure the condition. Dr. 
Hellier then described his own surgical procedure in such cases. A flap of mucous 
membrane is resected from the anterior vaginal wall—the width of the flap depending 
on the size of the cystocele. The bladder is pushed well up and out of the way. 
The uterovesical space is packed with gauze, the peritoneum being not yet opened. 
Amputation of the hypertrophied cervix is then performed. The gauze is now 
removed from the utero-vesical pouch, the peritoneum opened and the fundus uteri 
brought into the vaginal wound. The appendages are inspected and partial salping- 
ectomy performed. Catgut sutures are then passed through the anterior uterine wall 
and through the cut vaginal edges at each side. They are then tied. The remainder 
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of the vaginal mucous membrane is closed by a continuous catgut suture. This 
continuous suture may take up some of the anterior uterine wall. 

The last step is to perform a colpo-perineorrhaphy. In doing so Dr. Hellier 
recommended building up a good perineal body and stitching the edges of the levator 
ani muscle together. 

Continuing, he stated 88 to 90 per cent. were cured, in 5 or 6 per cent. the results 
were not up to expectation and 5 per cent. showed some degree of failure. 

In concluding his interesting paper Dr. Hellier gave the results obtained by other 
operators. 

Dr. W. L. Reid (Glasgow) thanked Dr. Hellier for his valuable and interesting 
address. He reviewed briefly the different operations he had performed for proci- 
dentia. In his earlier days he removed the uterus in whole or in part but soon gave 
up that operation as the results were so unsatisfactory. Fair success could be 
obtained by the Alexander-Adams method, but relapses were common, especially in 
those who were not careful of themselves. In cases of procidentia at the present he 
always performed anterior colporrhaphy and a colpo-perineorrhaphy by Lawson-Tait’s 
method. During these operations he urged that a strictly aseptic technique was 
essential to obtain a good result. In most cases he thought the plastic operations 
were sufficient, but m some cases where the uterus tended to come down again he 
advised a ventro-fixation even in view of all that had been said against it. 

Dr. D. Lloyd Roberts (Manchester) advised anterior, lateral and posterior colpor- 
rhaphies. In performing these operations he always aimed at extreme narrowing of 
the vagina as he found the canal sometimes after operations tended to become dilated 
again. He strongly objected to the removal of the uterus in such cases as there was 
always a tendency later to prolapse of the small intestines and also to shortening of 
the round ligaments. The hypertrophied cervix he left alone because after the 
restoration of the uterus to its normal position, the cervix, relieved from irritation 
and traumatism diminished quickly. Only in exceptional cases did he perform 
ventrofixation, as it often causes pain and difficult urination. 

Dr. John Campbell (Belfast) divides his patients requiring operative treatment 
for procidentia into three groups, viz. :— 

Ist. Those who are still in the child bearing period of life. 

2nd. Those beyond the child bearing period, but who are still strong and active. 

8rd. Those who are old and frail and unlikely to stand a major operation. 

For group one he performs amputation of cervix where necessary, anterior 
colporrhaphy and colpo-perineorrhaphy and round ligament suspension (Gilliam’s 
operation). For group two he performs the same vaginal operation as group one 
together with a ventrc-fixation and in group three he performs colporrhaphies so as 
to tighten the vaginal canal as much as possible. 


Dr. Robert Jardine (Glasgow) said he understood Dr. Hellier to say that the 
operation should never be done on a woman who might bear a child. He agreed with 
this. He condemned fixation of the uterus in a woman who might become pregnant 
on account of the difficulty which would most probably arise during labour. He 
had seen six cases of labour after this operation and in only one was delivery of a 
living child possible through the natural passages. Cesarean section or craniotomy 
were necessary in the others. Sterilisation of a young woman in his opinion was 
not justifiable and the operations of ventro-fixation for procidentia should only be 
performed after the menopause. 


Dr. Donald (Manchester) said he had performed anterior and posterior colpor- 
rhaphy in at least five hundred cases. He had found those measures satisfactory 
that he did not find it necessary to open the abdomen either by laparotomy or by 
the vagina. He thought the operation described by Dr. Hellier as suitable for cases 
of prolapse in women past the menopause was too severe and was not necessary 
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inasmuch as excellent results in these cases could be obtained by colporrhaphy. The 
operation of colporrhaphy was safe, it gave no trouble at a subsequent confinement, 
and even the subsequent confinement did not always destroy the result of the 
operation. The colporrhaphy, he said, must be done thoroughly and the vagina 
must be contracted high up. 

Dr. Blair Bell (Liverpool) expressed cordial agreement with Dr. Hellier in regard 
to the prevention of procidentia. He entirely disapproved of any operations such as 
the Duhrssen-Martin-Mackenrodt (or Schauta-Wertheim as Dr. Hellier called it) in 
sexually functional women who never ought to be sterilised for such a procedure. 
It was bad surgery, he thought, to operate on cases where ulcers of the vaginal 
walls were present. He always performed extensive anterior and posterior colpor- 
rhaphies and fixed the uterus by a modified Gillam’s operation. In some of his 
cases pregnancy had occurred but no relapses had taken place. Sometimes he 
performed ventro-fixation in cases where the round ligaments were useless. 


Professor Kynoch (Dundee) thought that all mutilative measures should be 
avoided as we were dealing with a condition which was a source of discomfort and 
not of danger. Any operation in a child bearing woman that involved fixation of the 
uterus should not be performed and sterilisation of such women he held was not 
justifiable. In child bearing women he performed an extensive anterior colporrhaphy 
and a colpo-perineorrhaphy and, if necessary, amputated the cervix. In women after 
the menopause he performed a ventro-fixation and also the vaginal plastic operations. 
He had performed the operation that Dr. Hellier had described but his experience 
of it had been too recent to express an opinion on the late results. 


Dr. Munro-Kerr (Glasgow) stated that he was opposed to abdominal fixation of 
the uterus except in exceptional circumstances. He had only once seen trouble 
follow at a subsequent parturition, but still he thought the treatment crude. He 
specially referred to the treatment of fixing the uterus between the bladder and 
anterior vaginal wall which had been so fully referred to by Dr. Hellier. He had 
performed the operation in chosen cases but in two of his own cases a serious pelvic 
inflammation supervened. This inflammation was due, he thought, to the fact that 
it was extremely difficult to cleanse the field of operation and also to the presence 
of blood which became infected. 

Dr. Fothergill (Manchester) had noticed that after treating prolapse by anterior 
colporrhaphy and perineorrhaphy that these cases in which the uterus remained 
retroverted after the operation generally recurred while the prolapse did not return 
in cases in which the anterior colporrhaphy brought about anteversion. In perform- 
ing anterior colporrhaphy he removed a very wide portion of mucous membrane. 
This brought together in front of the cervix the parametric and paravaginal tissues 
with the result that the cervix was forced up and back into the hollow of the sacrum 
so that there was no room for the uterus in the pouch of Douglas. With such an 
operation opening of the abdomen was not essential. 

Dr. Balfour Marshall (Glasgow) said no operation had been devised to cure all 
cases. An abdominal fixation alone was of no use. In cases of prolapse he always 
performed anterior and posterior colporrhaphies with the Gilliam round ligament 
operation and ventro-fixation of the uterus in women over forty years of age. He 
considered a simple colporrhaphy useless to cure a cystocele. He agreed with Dr. 
Fothergill in that the colporrhaphies must be extensive. In cases associated with 
hypertrophy of the cervix he was of the opinion that amputation was unnecessary. 

Dr. Oldfield (Leeds) said that plastic operations alone were sufficient but an 
additional support and a more permanent result could be attained by adding vaginal 
or abdominal fixation. He performed a vaginal fixation in fat women with a large 
cystocele, and a retroflexed uterus, but never before the menopause. In patients 
who were robust and under 50 years of age he performed a ventro-fixation with the 
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vaginal plastic operations. He had injected quinine solution into the base of the 
broad ligament in one case and found the immediate result good. 

Dr. Scott Carmichael (Edinburgh) said that a vaginal fixation was, in his opinion, 
the best operation for the cure of cystocele. Abdominal fixation was unsatisfactory. 
He had experience of 20 or 30 cases and believed that the operation of vaginal 
fixation was a good one. He only performed it in women who were over forty 
years of age, although he thought there is little risk in future child-bearing. In 
complete procidentia he stated that hysterectomy after Mayo’s method gave good 
results. 

Dr. W. Arnold Lea (Manchester) said that in women during the child-bearing 
period posterior colporrhaphy gave good results, but if the uterus were much 
enlarged a better result was obtained by supplementing a fixation of the uterus. He 
thought the cervix should be amputated when necessary. 

In old women he removed the uterus and at the same time performed extensive 
anterior, lateral and posterior colporrhaphies. In his twenty-eight cases he had had 
no relapses. Wertheim’s vaginal fixation, in his opinion, was not a good operation. 

Dr. Russell (Glasgow)—President—said bad midwifery could not be the cause of 
all cases of procidentia. It was important to operate early before relaxation and 
atrophy took place and before the pelvic organs had, so to speak, got accustomed to 
their dislocation. Each case, he held, had to be studied by itself. He had seen a 
very bad case cured without any ventro-suspension just as he had seen a moderate 
case not completely relieved by the whole combination of operations. He always 
curetted the uterus and amputated the cervix and took special care in performing 
extensive colporrhaphies. As regards the uterus he advised a ventro-fixation in 
those past the menopause and in younger women who were liable to become pregnant 
a ventro-suspension or a round ligament suspension. He thought there was a place 
for the operation that Dr. Hellier had described. 

Professor Murdoch Cameron (Glasgow) and Dr. Grimsdale (Liverpool) also took 
part in the discussion. 


On Saturday, 17th June, the following specimens were exhibited in the Glasgow 
Maternity and Women’s Hospital :— 

Dr. Teacher (Glasgow).—(i) Series of sections of the Teacher, Bryce ovum; (ii) 
Series of sections of chorionepithelioma. 

Dr. Blair Bell (Liverpool).—(i) Sections from bilateral solid tumours of the ovary 
of a doubtful nature, also specimen; (ii) Sections of adenomyomatous uterus removed 
during menstruation, showing process of menstruation in normal endometrium ; (iii) 
Sections of adenomyomatous uterus removed during menstruation, showing the occur- 
rence of menstruation in the adenomatous islets. 

Dr. Kennedy (Glasgow).—(i) Kidney from case of puerperal eclampsia showing 
necrosis of the cortex; (ii) Liver from case of puerperal eclampsia showing advanced 
cloudy swelling, a certain amount of hemorrhage and focal necrosis; (iii) Cerebrum 
from case of eclampsia showing large hemorrhage; (iv) Cerebellum and pons varolii 
from case of eclampsia showing hemorrhage into pons. 

Dr. W. Arnold Lea (Manchester).—(i) Procidentia uteri: marked hypertrophy of 
cervix— vaginal radical operation”; (ii) Procidentia uteri: extirpation of uterus 
with area of anterior and posterior vaginal walls; (iii) Procidentia uteri : vaginal 
hysterectomy to show area of anterior vaginal wall removed with uterus; (iv) 
Procidentia uteri (senile): removal of uterus with anterior wall of vagina; (v) 
Ovarian pregnancy: hemorrhage following rupture of gestation sac; (vi) Missed 
abortion—23 months—retained in uterus till term; (vii) Missed abortion: decidual 
hemorrhage with blood clot filling cavity of uterus. 
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Dr. Jardine (Glasgow).—(i) A cyclops foetus with nose above the eye; (ii) Full 
time uterus with incomplete rupture in which the retraction ring formed a very 
distinct ledge; (iii) Uterus with a rupture of the posterior wall caused by the 
promontory; (iv) Knotted cords from a case of twins; (v) A case of intra-uterine 
rupture; (vi) Instruments: (a) His own decapitating hook; (b) His combined 
craniotomy instrument. 

Dr. Miles H. Philips (Sheffield)—Case of growth arising from supra-vaginal 
cervix (four different specimens). This growth—adenomatous—arose from the supra- 
vaginal cervix of a virgin and extended through the posterior vaginal fornix as a 
polypoid outgrowth and into the pouch of Douglas in the form of more or less 
lobulated pulpy tumours which presented no apparent attachment at the time of 
operation. 

Dr. A. W. Russell (Glasgow).—Water-colour drawings: (i) Kraurosis vulve; (ii) 
Papillomatous outgrowth after partial removal of urethra; (iii) Secondary malignant 
invasion of vulva from advanced cancer of uterus; (iv) Fallopian tube in salpingitis 
with ovarian blood cyst; (v) Very early malignant ulcer on cervix uteri. Two sets 
of transfusion apparatus. One set of clamps for vaginal hysterectomy after the 
pattern of Pryor. Microscopic sections of (a) Very early squamous epithelioma; (b) 
Unruptured follicles of ovaries from case of chronic ovarian pain. Also (i) Large 
teratomatous tumour of thyroid which caused dystocia; (ii) Neck and base of skull 
of infant showing an unusual hemorrhage between dura mater and bone causing 


pressure on spinal cord. 


REVIEW. 


Maternity Primer. By A, H. F, Barbour, M.D., LL.D., Physician to the Edin. 
burgh Royal Maternity Hospital. Edinburgh: Wm, Green & Sons. Pp, 165. 
Price 1/-. 

This little book gives an elementary account of the physiological and anatomical 
facts underlying midwifery work and their application to practice. It begins with 
instructions on general hygiene and so passes on to surgical cleanliness and antiseptics. 
The development of the foetus in utero is described in very simple language as is 
also the process of birth. Then follows the practical application of these lessons to 
the management of tabour, the puerperium, and the new born child. Complica- 
tions in the shape of hemorrhage and puerperal infection are considered and the 
last chapter is on the charateristics of a good nurse. This short sketch will give 
an idea of the contents of this unassuming maternity primer. To any woman 
commencing work as a pupil midwife it will give an excellent groundwork in 
elementary science and in the bedrock principles of her work, and as its modest price 
brings it within reach of all we heartily commend it to the notice of those engaged 
in the training of midwives. 
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